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BUFFERIN. DOES EVERY- 

THING PLAIN ASPIRIN 
DOES 
WITH HIGHER SALICYLATE 
BLOOD WITH 
FAR FEWER GASTRIC SIDE 
EFFECTS 
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Paul, W.D.; Dryer, R.L., and Routh, © Fremont-Smith, P.: @ —Tebrock, H.E: Ind, Med. & Surg. 
J.Am. Pharm. Assn. J. Am. Med. Assn. 158:386 20:480-482, 1951. 
(Scient. Ed.) 39:21 (Jan.) 1950. (June 4) 1955. 
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y FOR A COMPLIMENTARY SUPPLY OF BUFFERIN WRITE: 
BRISTOL-MYERS COMPANY, DEPT. BU-13, 630 FIFTH AVENUE, NEW YORK 20, NEW YORK 


here’s what like 
about this table and tubemount... 


I’ve been using my new Picker Constellation “15” Table 
and Ceiling Tubemount for a couple of months no 
This is what I like about it: Ge 


the table is completely enclosed . . « insulates me 
efficiently against scattered radiation 


the accurate beam-collimating and centering system 
protects my patients against excessive dosage 


it works like a breeze: Ym still fresh after a long 
fluoroscoping session 
my technician handles more patients with less fuss... 
sets up radiography cases rapidly, efficiently, and with 
“no-retake” certainty. 


Last but not least—it’s a whale of a lot for the money. Believe me... 
I shopped around plenty before making the plunge. 
I think it’s one of the solidest investments* I ever made. 


Your local Picker representative will be 
glad to give you the full story on this 
versatile diagnostic x-ray combination. 
Call any local Picker office (see ‘phone 
book) or write: Picker X-Ray Corporation, 
25 South Broadway, White Plains, N. Y. 


* 
no capital investment if you'd rather rent @ ask about the PICKER RENTAL PLAN. 
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INFORMATION FOR CONTRIBUTORS 


Tue JouRNAL OF THE AMERICAN OsTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JOURNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figure charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, 
but direct-contact glossy prints from originals are preferable. 


4. All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtained, and credit to be given. 

Copies of the Journal 


1. Three copies of THe JournNnAt containing his article will be sent 
to the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 
FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Neely Printing Company. Publication, Editorial, and Executive Offices, 
212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917, authorized August 31, 1922. S d class postage paid at Chicago, Ill. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks 
for change-over. Osteopathic Association 
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NO SPRAIN, 

NO STRAIN, 
 NOLOW 

BACK PAIN 


” RELAXES, EASES 
ACUTE MUSCLE 
SPASM & PAIN 


CARISOPRODOL 


RELA achieves the necessary in- 
terruption of the spasm/pain 
cycle through its unique twofold — 
myogesic* action. 


RELA restores mobility by reliev- - 
ing stiffness, pain and spasm. 


Bibliography: 1. Ostrowski, J. P.: Orthopedics 2:7 (Jan.) 1960. 
2. Kestier,0.C.: J.A.M.A. 171:2039 (April 30) 1960. 3. Frankel, 
K.: Paper presented at Scientific Meeting, New York State So- 
ciety of Industrial. Medicine, Inc., New York, Sept. 30, 1959. 
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Reproductions of this painting are available by writing the Medical Service Department. 
‘Senokot’, the natural vegetable concentrate, is a standardized senna pod preparation .. . biologically 
and chemically assayed. The desirable pharmacodynamic glycosides have been largely separated 
from crude resin irritants, and resultant clinical action is specific and predictable: physiologic colonic 
peristalsis through stimulation of Auerbach’s plexus, initiating natural defecation. The action of ‘Senokot’ 
Granules/Tablets is rapid, effective yet gentle... achieving results without irritation or bulking. 


Deliciously cocoa-flavored granules. DOSAGE: Adults — 1 to 2 teaspoonfuls nightly. Children — % to 1 teaspoonful 
nightly. SUPPLY: 16, 8 and 4 ounce canisters. Small, easy-to- swallow tablets. DOSAGE: Adults —2 to 4 tablets nightly. 
Children—1 to 2 tablets nightly. SUPPLY: Bottles of 100. 


Natural Vegetable "jj Concentrate 
IN CONSTIPATION... S © nokot 


“SENOKOT’ BRAND OF STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK. TABLETS / GRANULES 


Ihe Rturdue Fedoriok Ce DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
omyfeany NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 
ScoPyvaiGuY 1960, THE PURDUE FREDERICK COMPANY 
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improve coronary 
blood flow with 
no significant 
change in blood 
pressure or 
pulse rate 


in angina pectoris, » 
Peritrate reduces fre- 
quency and severity of 
anginal attacks in 4 out 

of 5 patients, reduces ni- 
troglycerin dependence. 


in postcoronary man- 
agement, helps establish 
and sustain collateral cir- 
culation safely, to sup- 
port natural healing and 
repair, and minimize any 
ensuing anginal attacks. 
Gradual prolonged ac- 
. tion virtually eliminates 


basic in yitrate headaches. 
ar 
Peritrate 
brand of pentaerythritol tetranitrate 
NEW form available: MORRIS PLAINS, NJ. 


Peritrate with Phenobarbital Sustained Action 
aro 3 1 tablet on arising and 1 tablet 12 hours later. 
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contain 
the 
bacteria-prone 


cold 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


inner fast decongestion 


. Triaminic®, 25 mg., three active components stop running noses. 
p r ot ection Relief starts in minutes, lasts for hours. 
with... 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 
minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY Lincoln, Nebraska 
a division of The Wander Company 


The Pregnant 


-and a natural way to meet her special need for calcium 


-with low-calorie Carnation Instant 


Drinking enough milk during pregnancy to 
assure sufficient calcium has posed the problem 
of unwanted fat calories — till recently. 

Now a natural way to help assure your 
patients’ good calcium and nutritional status is 
the excellent new food—new Carnation Instant 
Nonfat Dry Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid quart 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA | 


when mixing provides 25% more calcium, pro- 
tein, and B-vitamins than ordinary nonfat milk. 
Because your patients can add this additional 
amount of Carnation Instant Nonfat, they get 
needed nutrition — without excessive calories. 
And its richer, more delicious flavor is a natural 
way to extra nutrition they will enjoy. Costs 
them only 12¢ a quart. 
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ANTACID THERAPY 


for bedridden as well as ambulant patients 
Pleasant Tasting 


milk-like action... 
no constipation or laxation... 
no interference with gastrointestinal absorption... 


WHENEVER an ANTACID 


is indicated: 


e Peptic ulcer (gastric and duodenal) 


e Heartburn due to dietary or alcoholic 
indiscretions, pregnancy 

e Gastric hyperacidity associated with 
acute, subacute, and chronic gastritis 


e Drug-induced gastric hyperacidity re- 
sulting from administration of salicyl- 
ates, corticosteroids, reserpine, etc. 


for on-the-go convenience 


Titralae’ 
TABLETS 


Prompt prolonged action 
anywhere, anytime. 
Smooth, deliciously fla- 
vored tablets may be chew- 
ed, dissolved in mouth, or 
swallowed with water. 
Availability: White, mint-flavored 
tablets, each containing glycine 


0.18 Gm. and calcium carbonate 
0.42 Gm. In bottles of 100. 


Titralac” 


LIQUID 


Just one teaspoonful—not 

ounces or tablespoonfuls. 

Fresh minty flavor appeals 

to the most finicky palate. 
Availability: White, mint-flavored 
liquid, 6 
contai yeine 0. m. 
0.70 Gm. In 
bottles of 8 fl. oz. 


"when spasm is a predominanbfactor 


Titralac-SP 


Titralac plus homatropine . 


methylbromide, fer acute 
phases or when spasm con- 

tributes to symptom pic- 
ture. Same delicious taste as 


Titralac tablets and liquid. © 


Availability: Pink, mint-flavored 
tablets, each containing Titralac 
formula plus 0.5 mg. homatropme 
methylbromide, bottles of 100, 


for the new mother 


A new baby in the family, whether the first or 
the fourth, makes it necessary for the whole 
family, particularly the mother, to adjust. For 
this, time is needed. 


Your postpartum patient looks to you for advice 
on the best way to plan ahead. 


Security—two ways 

She experiences special physical comfort when 
you prescribe either the regular RAMSES® Dia- 
phragm or the new RAMSES BENDEX,® an 
arc-ing type diaphragm. 


The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with 
a dome that is unusually light and velyet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom of motion, 


For those women who prefer or require an arc- 
ing type diaphragm, the new RAMSES 
BENDEX embodies all of the superior features 
of the conventional RAMSES Diaphragm, 
together with the very best hinge mechanism 
contained in any arc-ing diaphragm. It thus 
affords lateral flexibility to supply the proper 
degree of spring tension without discomfort. 


For added protection— 
RAMSES “10-Hour” Vaginal Jelly* 


To give your patient the full protection of the 
diaphragm and jelly method—at least 98 per 
cent effective'-— RAMSES Jelly is uniquely suited 
for use with either type of RAMSES Diaphragm. 
It is not static, but flows freely over the dia- 
phragm rim to add lubrication and form a sperm- 
tight seal maintained for ten full hours. It is 
nonirritating and nontoxic. 


You can now prescribe a complete unit with 
either type of diaphragm. RAMSES “TUK-A- 
WAY”® Kit #701 contains the regular RAMSES 
Diaphragm with Introducer and a 3-ounce tube 
of RAMSES Jelly; the #703 Kit contains the 
RAMSES BENDEX Diaphragm and Jelly. 
Each in attractive zippered case. At all pre- 
scription pharmacies. 


Reference: 1. Tietze, C.: Proceedings, Third International 
Conference Planned Parenthood, 1953. 

RAMSES, BENDEX, and “TUK- A- WAY” are registered trade- 
marks of Julius Schmid, Inc. 

*Active agent, dodecaethyleneglycol monolaurate 5%, in a base 
of long-lasting barrier effectiveness. 


Julius Schmid, Inc. 
423 West 55th Street, New York 19, N. Y. 


® Diaphragm 


and Jelly 
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WAGINAL MONILIASIS 


Ny 


* 


SENTIAN VIOLET 
TABLETS 


the only 
ECIFIC ANTIMYCOTIC 
AGINAL TABLET WITH j 
GEL FORMING BASE 

A vagina » chloride (gentian violet ) 
has genenadly rovedt the most éffe¢tive and specific agent for the 
treatment-of Vaginal Candidiasig;caused by the fungus Candida. 


“Hyva Gentian Violet Tablets virtually eliminate the principal dis- 
advantages of present gentiativiolet preparations. They may be 
_ handled anditsed without staining and have 

plogical and aesthetic acceptance. 


Hyva combines the tungicithat eon of gentian violet (1.0 mgm. ) 
with three active féducing agents and bactericides.* 
These active ingrediéntehave been incorporated into a mildly 
effervescent “gel” forming base which provides for maximum and 
effectiveness. Shorter treatment time is required 
without the. tisual messiness normally experienced. 


+ 


WVAGIN AL} 


Me 


Sbiie tablet intravaginall y for 12 nights. When necessary one 
tablet twice daily may be recommended. Patient should take a 
Nylmerate Solution water douche on arising and 
preceding next tablet application. 


Prescribe Hyva Gentian Violet 
Tablets with applicator—boxes of 12 tablets. 


Write for descriptive literature 


© 


*Alkyldimethylbenzylammonium chloride 
(0.5 mgm.) 

Polyoxyethylenenonylphenol (10.0. mgm.) 

Polyethlene Glycol Tert-Dodecylthioether 

(5.0 mgm.) 


HOLLAND-RANTOS Co., INC. 
Him 145 HUDSON STREET - NEW YORK 13, N.Y. 
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Following determination 
of basal secretion, 
intragastric pH was 
continuous! y determined 
by means of frequent 
readings over a 
two-hour period. 


ieutralization 
‘Neutralization is much 
aluminum hydroxide faster and 

twice 
‘as long 


Minutes 20 40 60 80 100 120 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer | or gastritis — — from 2 to 4 tablets every two to four hours, Tablets may 
d whole with water or milk, or enowed to dissolve 

in the mouth. How supplied: Botties of 50, 100, 200 and 1000. 
: .t 1. Data in the files of the Department gf Medical_Research, Winthrop 
; Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, july, 1959. 


New York 18, N.Y. for peptic ulcers gastritise gastric hyperacidity 
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SMITH 
KUNE & 
FRENCH 


In your lethargic overweight patients, 
‘Dexedrine’ provides a dual approach 
to weight loss: | 


gentle stimulation to encourage 
normal physical activity 

and 

positive physiologic control of appetite. 


DEXEDRINE 


rand of dextro amphetamine su 


Tablets, 5 mg.; Elixir, 5 mg./5 cc.; Spansule® 
sustained release capsules, 15 mg., 10 mg., 5 mgs 


overweight patient, there is 
| 
| 
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DRAMATIC 


physical and emotional 


relvef in 
ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


COROVAS 


Tymcaps 


COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID SO MG. IN EACH COROVAS TYMCAP. 
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Brooklyn 26, N.Y. 
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ts anti-inflammatory prapertices 
rst noted in Geigy laboratories 10 
ago, time a ‘perience have 
ly fortified the position of 
zolidin as a leadin; \ormonal 
urthritie ag in both 
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striking 
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Wicreasing mobility and halting 


THE FIRST MEDICATION FOR SIMULTANEOUS, OVER-ALL 
MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


NEW 


combines3 superior agents in 1 tablet for more comprehensive treatment: 


FLEXIN® Zoxazolaminet, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. 


Coctcnicine, 0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks.1,5.6 


TYLENOL: Acetaminophen, 300 mg.: the effective 
nonirritating analgesic? which relieves chronic aches 
and pains without interfering with uricosuric action.®.9 
Average Dose: One tablet three times a day after meals. 


Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 


Literature on method of administration and dosage Is available upon 
request. 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yi, T. F.; Berger, 
L., and Gutman, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology in Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 


+U.S. Patent No. 2,890,985 


[McNEIL | McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 
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ESKATROL* 


brand of dextro amphetamine and prochlorperazine 


SPANSULE* 


brand of sustained release capsules 


| is particularly useful in 
overweight patients who 
have exhibited nervousness 
and insomnia on previous 


reducing regimens. 


pie average séervin 


average serving 


During more than a year’s clinical testing, 
‘Eskatrol’ demonstrated a remarkably low inci- 
dence of side effects—particularly nervousness and 
insomnia. In one controlled series of more than 
200 overweight patients, nervousness—the most 
frequent complaint with other anti-appetite prep- 
arations—troubled only 5%. Only 4.6% experi- 
enced insomnia—an incidence close to placebo level. 


Formula: Each ‘Eskatrol’ Spansule capsule con- 
tains 15 mg. of Dexedrine® (brand of dextro 
amphetamine sulfate) and 7.5 mg. of Compazine® 
(brand of prochlorperazine, as the dimaleate). 


Dosage: One capsule in the morning. 


R size: Bottles of 30 capsules. 


SMITH 
KUNE & *Trademark 
FRENCH 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Aristocort 


Triamcinolone LEDERLE 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 
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unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.?:? 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.’ 


Hollander’ points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.” 


References: 1. Hollander, J.L.: J.A.M.A. 172:306 (Jan. 23) 1960. 2. McGavack, 
T. H.: Nebraska M. J. 44:377 (Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 


1958. 


Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 


chicken pox. 


Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 


16 mg. (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Children are happier when doctors choose Fleet’ Enema 


They are more willing to accept this ready-to-use pediatric enema because they are spared the ordeal 
of complicated old-style procedures. The compact Fleet Enema takes less than a minute to give and 
avoids the discomfort of large volumes of liquid. Insertion is made easy and safe because of the 


pre-lubricated, anatomically correct 2-inch rectal tube.’ Fleet Enema can be prescribed 
with confidence as “a safe and effective enema preparation for even small children.””” 


Widely useful for a variety of diagnostic and therapeutic purposes — 
even for your patients on sodium-restricted regimens.* Systemic 
absorption is negligible.?:* 

Pediatric size, 2% fl.oz. Regular size, 4Y2 fl.oz. 100 cc. contains: 16 
Gm. sodium biphosphate and 6 Gm. sodium phosphate. Also available: 
Fleet Oil Retention Enema, 4%4-fl.oz. ready-to-use unit containing 
Mineral Oil U.S.P. 


1. Frech, H. C., and Lanier, L. R., Jr: Am. J. Obst. & Gynec. 74:1146, 1957. 2. Way, W. G., et 
al.: Virginia M. Month. 85: 291, 1958. 3. Hellman, L. D.: To be published. 


READY-TO-USE SQUEEZE BOTTLE 


FLEET ENEMA 


PEDIATRIC 


c. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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after 5 years of research and 
41,000 patient days of clinical testing 


a new infant formula 
nearly identical to mother’s milk? in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,2 Enfamil was thoroughly tested in conjunction with 
three widely used infant formula products. These investigators reported that Enfamil pro- 
duced © good weight gains @ soft stool consistency ¢ normal stool frequency 


nearly identical to mother’s milk... 

@ in caloric distribution of protein, fat and carbohydrate ¢ in vitamin pattern (vitamin D 

added in accordance with NRC recommendations) ¢ in osmolar load @ in ratio of unsaturated 

to saturated fatty acids ¢ in absence of measurable curd tension . . . enhances digestibility -, : 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the C of the C i on M 1 and Child Feeding of the Food and 
Nutrition Board, National R h Council: The Composition of Milks, Publication 254, National Academy of Sci and National R h 
Council, Revised 1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and R I.: Evaluation of Prepared Milks in 
Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960. 


\ Mead Johnson 


Symbol of service in medicine 
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MULTIPLY 


WITH “ANTIDOLORITIC™ THERAPY 


CONSERVATIVE MANAGEMENT OF MUSCULOSKELETAL SYNDROMES 


New DECAGESIC helps relieve pain, suppress inflammation, and 
extend range of motion in patients with bursitis, synovitis, low 
back pain and similar muscle and joint disorders. Further, 
DECAGESIC often adds a sense of well-being and renewed strength 
to counter the fatigue and weakness which frequently 
complicate these conditions. 


DECAGESIC combines the fundamental benefits of DECADRON® and 
aspirin with the antacid protection of aluminum hydroxide 

to provide increased efficacy with greater safety in a wide range 
of arthritic and musculoskeletal disorders. 


Indications: Inflammatory, rheumatic and collagen disorders, musculoskeletal 
syndromes, and conditions in which the conjunctive use of steroid and 
salicylate is indicated. 
Dosage: 1 or 2 tablets 8 or 4 times daily. The usual precautions of corticosteroid 
therapy should be observed. Additional information on DECAGESIC is available 
to physicians on request. 
Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DECADRON, 
dexamethasone, 500 mg. of aspirin and 75 mg. of aluminum hydroxide 
(present as the dried gel). 

*“Antidoloritic” describes the relief of pain associated with inflammation -- 
dolor = pain, itic associated with inflammation. 
DECAGESIC and DECADRON are trademarks of Merck & Co., Inc. 


coon 


Dexamethasone with Aspirin and Aluminum Hydroxide 


6: MERCK SHARP & DOHME 
Division of Merck & Co., INc., West Point, Pa. 


| — 


the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & ) ASE 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 


PHOTOGRAPH, COURTESY. DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-01 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND OFF 


THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 
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New from Upjohn... 
a base that 
approximates 
normal skin oils 


Veriderm, developed by 
Upjohn research, is a unique 
dermatologic medium; 

both qualitatively and 
quantitatively, it parallels 

the oily constituents found in 
normal human skin. 
Veriderm Medrol is designed 
specifically to enhance steroid 
dispersion and effectiveness. 
Less greasy than ointments, 
less drying than lotions, 
Veriderm Medrol corrects 
dry skin conditions associated 
with many dermatoses. 


| 


HUMAN 
CONSTITUENT VERIDERM SKIN LIPIDS 
(approximate) 
I]. Free Fatty Acids | 
A. Unsaturated 20% 


B. Saturated 


Il. Saponifiable Material 


A. Triglyceryl esters 


of fatty acids 25% 


B. Other esters 


of fatty acids 17% 


Ill. Nonsaponifiable Material 


A. Hydrocarbons —— 
1, Saturated 8% | 
2. Unsaturated 


B. Free cholesterol 3% 


C. Higher mol. wt. 
alcohols 
(liquid and solid) 12% 


10-15% 


The outstanding effectiveness of Medrol, 
the active agent, elicits prompt and often 
dramatic response in neurodermatitis, 
contact dermatitis, anogenital pruritus, 
atopic dermatitis, seborrheic dermatitis. 


Available in four formulations: 
Veriderm Medrol Acetate 


0.25% — Each gram contains: 
Medrol (methylprednisolone) Acetate 


4mg. 
Butyl-p-hydroxybenzoate .......- SME. 
1%—Each gram contains: 

Medrol (methylprednisolone) Acetate 

10mg. 
Methylparaben 
Butyl-p-hydroxybenzoate 3mge 
For secondarily infected dermatoses 


Veriderm Neo-Medrol Acetate 


0.25% — Each gram contains: 

Medrol (methylprednisolone) Acetate 
(0.25% oe 

Neomycin Sulfate .... 
(equivalent to 3.5 mg. neomycin base) 


Methylparaben 4 mg. 
Butyl-p-hydroxybenzoate 3 mg. 
1%—Each gram contains: 
Medrol (methylprednisolone). Acetate. 

0 mg. 
Neomy cin Sulfate ....cccccccccce 5 mg. 

(equivalent to 3.5 mg. neomycin 

Methylparaben 4 mg. 
Butyl-p-hydroxybenzoate 3 mg. 


"Trademark Trademark, Reg. U.S. Pat. Off. —methylprednisolone, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


100% 


100% 


in 5 Gm. tubes 


Verider 


the corticosteroid that hits 
the disease, but spares the patient. 
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2.5 mg. 
5 mg. 
— 


with a one week course of daily injections 
Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists for months. 


Children with asthma or asthmatic bronchitis show 
particularly dramatic response. In all age groups, re- 
ports on over 3,000 patients with all common allergic 
diseases have shown that over 70 per cent derived 
marked benefit or complete relief following a single 
short course of Anergex injections. 

Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic reactions 
regardless of the nature or number of offending 
allergens. 


Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic measures. 

Effective in seasonal and nonseasonal rhinitis (pollens, 
dust, dander, molds, foods); allergic asthma; asth- 
matic bronchitis and eczema in children; food 
sensitivities. 

Available: Vials containing 8 ml.—one .verage treatment course, 

WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 
MULFORD COLLOID LABORATORIES [WLM] PHILADELPHIA 4, PENNSYLVANIA 


Patents Pending 


| 
4 
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Have you noted 


ready acceptance when 


is streSsed in 


Meat packs pleasure into the diet. A real fac- 
tor in the lengthening of the average life of 
Americans is the correct understanding of diet 
control. 


Protein is a most important essential in calorie- 
controlled programs. It is also the answer to 
often needed appetite appeal. 


MEAT adds zest 
to controlled diets. 


AMERICAN 


MAIN OFFICE, CHICAGO 


MEAT 


INSTITUTE 


MEMBERS THROUGHOUT THE NATION 


The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current authoritative medical opinion. 
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IN 
AGITATION 
AND 
TENSION 


brand of trifluoperazine 


promptly calms and relaxes . . . reduces excitability 
and hyperactivity to normal levels. ‘Stelazine’ has 
little if any soporific effect. In fact, trial of ‘Stelazine’ 
in patients, when they are not at work, will show that 
in almost every case ‘Stelazine’ can be used without 
drowsiness on the job. 


In one study’ ‘Stelazine’ was given to crane operators, 
truck drivers, bulldozer operators and railroad engi- 
neers who were tense or agitated. They enjoyed relief 
of emotional distress—without a single case of drowsi- 
ness on the job. 


N.B.: For information on dosage, cautions, contra- 
indications and side effects, see available compre- 
hensive literature or your PDR. 


AVAILABLE: Tablets, 1 mg.,in bottles of 50 and 500; 
and tablets, 2 mg., in bottles of 50. 


1. Maerz, J.C.; Lee, H.G., and Hunter, H.H.: Treatment of Anxiety and 
Depressive Reactions: Special Requirements of Working Patients, report 
accompanying scientific exhibit at the Clinical Meeting of the American 
Medical Association, Dallas, Dec. 2-4, 1959. 


KLINE & 
FRENCH 


leaders in psychopharmaceutical research 
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7 per.cent free 


14 per cent acetylated 


79 per cent glucuronide* 


*Highly soluble yet retaining 
some antibacterial effectiveness 


UNIQUE EXCRETION PATTERN MAKES. MADRIBON “SAFER THE RATE OF MADRIBON EFFECTIVENESS 1S Pigiicrj)\¢ 


Safe low-dosage sulfonamide, 
SOUNG PCASONS 76 reper 
a In extensive clinical studies, Madribon has 
0 p resc ri e accumulated an unexcelled safety record. 
a lies below 2 per cent; those that have 
a ri on occurred were generally mild and transitory. 


The total incidence of side reactions with Madribon 
on a Reported effectiveness of Madribon registers 
j n ie BS } rato r up to 90 per cent in a large variety of respiratory, 
urinary tract and soft tissue infections. 
tract infections 


Reports and Conference Papers on Madribon: 1. R. J. Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Bxper. Biol. 
& Med., 99:421, 1958. 2. E. H. Townsend, Jr. and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., . 
$ W. P. Boger, ‘ibid., p. 48. 4. S. Ross, J. R. Puig and E. A. Zaremba, ibid., p. 56. 5. O. Brandman, C. Oyer and R. Engelberg, J. M. Soc. New Jersey, 
56:24, 1959. 6. L. °. Randall, R. E. Bagdon and R. Engelberg, Toxicol. é Appl. Ee 1:28, 1959. 7. B. Wolach, Colorado GP, Py 4, 1959. 8. B. 
Fust and E. Boehni, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 3, 1959. 9. W. F. DeLorenzo and A. M. Schumacher, ibid., 11. 10. W. F 
DeLorenzo and R. Russomanno, ibid., p. 14. 11. R. J. Schnitzer and W. we ‘DeLorenzo, ibid., p. 17. 12. B. A. Koechlin, W. Kern and R. Engeibers ibid., 
p. 22. 13. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, ibid., p. 32. 14. .= P. Ironson and C. Patel, ibid., p. 40. 15. W. A. te ibid., 
16. J. F. Glenn, J. R. Johnson and J. H. Semans, ibid., p. 49. 17. J. D. *\oune, Jr., W. S. Kiser and O. C. Beyer, ibid, p. 53. 18. T. D. Michael, Vid. 
p. 57. 19. J. C. Elia, ibid., p..61. 20. S. Guss and A. J. Piro, Pediatric Ba» Ao Sy 14, 1959. 21. R. E. Ray, Case Rep. Child. Mem. Hosp., Chicago, 
17:4445, 1959. 22. O. Thalhammer (University Pediatric Clinic, Vienna, Austria), paper ’ presented at the International Congress of Infectious Path- 
ology, Milan, Italy, May 6-10, 1959. 23. R. Schuppli (Director, University Dermatological Clinic, Basle, Switzerland), ibid. 24. S. Rummelhardt (First 
University Surgical Clinic, Vienna, Austria), ibid. 25. M. Rinetti (Institute of Surgical Pathology, University of Parma, Italy), ibid. 26. M. Rentsch 
(University Pediatric Clinic, Berne, Switzerland), ibid. 27. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 28. E. Picha (First University Gyne- 
cological Clinic, Vienna, Austria), ibid. 29. R. Neimeier (University Gynecology Clinic, Basle, Switzerland), ibid. 30. G. Moustardier (Faculty of 
Medicine and St. Andrew’s Hospital, Bordeaux, France), ibid. 31. S. T. Madsen (Bergen, Norway), ibid. 32. W. P. Boger, ibid. 33. P. Buenger (Medical 
Department, Heidberg General on Langenhorn, Hamburg, Germany), ibid. 34. J. Leng-Levy, J. David-Chausse, P. Gibaud and J. Bottin, 
J. méd. Bordeaux, 136:713, 1959. 35. B. H. Leming, Jr. and C. Flanigan, Jr., Scientific Exhibit, Annual Meeting of the American Medical ‘Associations 
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TAINED BLOOD LEVELS FOLLOW A SINGLE 2-GM DOSE? 


Wide antibacterial spectrum — high blood levels An original development 
Madribon proves effective against the following of Roche research, available 


pathogens, including at times some strains only as 
tesistant to older antibacterial Vi A D () 


Staphylococcus aureus hemolyticus * beta hemolytic 


streptococci * pneumococci + K. pneumoniae * Supplied: Madribon Tablets: 0.5 Gm, double scored, mono- 
H. influenzae + Ps. aeruginosa + B. proteus « E. coli * grammed, gold colored—bottles of 30, 100, 250 and 1000. Madri- 
Shigella * Salmonella * paracolon bacilli bon Suspension: 0.25 Gm/teasp. (5 cc), custard flavored—bottles 
of 4 oz and 16 oz. Madribon 10-cc 
hi tainer with special tip for dispensing drop dosage—each cc 
This high activity of Madribon against common drops) provides 250 mg Madribou: 
pathogens is combined with high sulfa blood levels, 
rapidly attained and maintained for prolonged ROCHE § 
onsult literature a losage information, 
periods on once-a-day dosage. tasoraTories Lad aha available on request, before prescribing. 


Division of Hoffmann-La Roche Inc. 


Atlantic City, N. a bag 1959. 36. J. C. Elia, ibid. 37. M. J. M J. Nat. M. A., 51:258, 1959. 38. H. Schoenfeld and W. Sommerfeld, Aerztl. 
Wehnschr., 14:619 "1959 . 39, H. Ptasnik; Medizinische, (31/32), eae, 2 1959. 40. P. Rentchnick and J. ty Schweiz. med. Wchnschr., 89: 894, 1 

41. R. E. Bagdon, ’L. O. Randall and W. Leff, Ann. New York Acad. Sc., 82:(Art. 1), 3, 1959. 42. W. F. DeLorenzo and R. J. Schnitzer, ibid., 
p. 10. 43. W. P. Boger and J. J. Gavin, itd, P- i8. 44. B. H. i. Jr. and C. Flanigan, Ir., ibid., p. 31. is. T. D. in Pa og p. 40. 46. S. M. 
Finegold, Z. Kudinoff, H. O. ay and V. E. Kvinge, ibid., p. 44. 47. W. J. Grace, ibid., p. 51. 48. J.C. Elia, ibid., p. 52. 4 L. E. Skinner, ibid., 
p. 57. 50. G. A. Moore, ibid., ent $1. C. W. Daeschner, ibid., p. 64. 52. E. H. Townsend, Jr. and A. Borgstedt, ibid., p. 71. on 2" Krugman, 
cussant, Sy 2h p. 78. 54. S. Ww. vy, ibid., p. 80. a M. M. Cahn ley E. 3. Levy, ibid., p. 84. 56. M, Sierp and J. W. Draper, -_ ‘ 
Kiser, O. C. Be ~ ay and J. D. Young, ibid., p. 105. 58. G. Carroll, Discussant, ibid., p. 110. 59. H. L. Rosenthal and L. Jud, ro & Clin. Med., 
54:461, 1959. A. E. Thill, Pennsylvania M. J., 62:1534, 1959. "61. Council. on Drugs, New and Nonofficial Drugs, J.A SA. WHF 1691, 1959. 62. T. 
Sakuma, C. W. Daeschner and E. M. Yow, Am. "J. M. Se. 239:92, 1960. 63. J. W. Faulkner and A. F. Morrison, J. Urol., 83: 181, 1960. 64. H. Lieb, 
Curr. Therap. Res., 2:66, 1960. 65. G. D. La Veck, F. de la Cruz and J. Kirschvink, Antibiotic Med. & Clin. Therapy, 7: 119, 1960. 66. J. C. Elia, Mil. 
Med., 125:258, 1960. 67. A A. Lattimer, A. J. Simon and M. H. Le r, Am. J. M. Se., 239:548, 1960. 68. J. C. Elia, J. Internat. Coll. gees 33 :446, 
1960. 69. R. J. Williams, R. 5 % M. Lioyd, B. Randolph, J. Hoard and T. Reed, Antibiotic Med. & Clin. Therapy, 7:358, 1960. 70. N. Mulla, 
Obst. & Gynec., 16:89, 1960. 71. B. Pinck, J. Urol., in press. 72. J. C. Elia, Eye Ear Nose & Throat Month., 39:504, 1960. 73. H. B. 96% Anti- 
motte Med. & Clin. Therapy, #3 we 1960. 74. J. P. Cappuccio and Q Cc. ibs, J. Oral Surg., 18:230, 1960. 75. J. B. Christodoupoulos and A. P. Klotz, 


Am. J. Gastroenterol., in press. 76. L. Weinstein, A.M.A. Arch. Indust. H., 21:487, 1960. 77. C. P. Katsampes and N. McNabb, —* hy & Clin. 
‘icho, L. , P. 


78. G. Nunnelly, J.A.M.A., 173:1020, 1960. 79. S. F. Horne, M. Times, in oe 80. L. H. Teitel, P. Cheri 
Levy, Clin. Med., in press. 


Therapy, in press. 
Printz and S. Printz, Curr. Therap. Res., 2: 310, 1960. 81.'M. M. Cahn and E. J. 


=a 
| 
f 
= 
i 
ge 
i 
q 
= 


“just right” relief from pain 
..be it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics.. -Carefully 
graded to give the proper degree of analgesia 


for each degree of pain. 7 
‘TABLOID’ 
‘EMPIRIN’ COMPOUND | 
Acetophenetidin ....... gr. 2¥2 
Acetylsalicylic Acid .... . gr. 3% 
| ‘TABLOID’ 


CODEINE PHOSPHATE 


minor surgery, 


CODEINE PHOSPHATE — gr. Y% No. 1 


CODEINE PHOSPHATE — gr. % No. 2 


CODEINE PHOSPHATE — gr. ¥% No. 3 


CODEINE PHOSPHATE — gr. 1 No. 4 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


Bra state law permits. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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pain and trauma 
ok 
organic disegse, muscle spasm and migraine = ™ 
= fractures, and bursitis 


“I’m sending this urine “I’d use AZOTREX. The azo dye will give her quick 


specimen from the patient '  symptomaiic relief. The sulfa-tetracycline combination 
with pyelitis to the lab. is likely to hit the common urinary pathogens. 
What’ll I order while I’m If she doesn’t respond, then switch to 


waiting for the findings?” something else when you get the sensitivity data.” 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound Each Kanulase tablet contains Dorase* 

320 units,combined with pepsin, N.F., 
used to ae intestinal 150 mg.; glutamic acid HCI, 200 mg.: 
gas in healthy persons pancreatin, N.F., 500mg.;oxbileextract, 
and those patients havin 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebracka Aer one 
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New Enhances Vitality and 
Still Insures Weight Loss 


brand of phenmetrazine HCI with vitamins and minerals 


Now, Prelu-Vite helps to fortify 
the patient’s nutritional status 
and sense of well-being without 
jeopardizing the success of 

the weight-reducing program. 


By improving nutritional status 
Prelu-Vite makes it easier for the 
patient to retain the initial zeal for 
reducing ...facilitates the retention 
of enthusiastic cooperation in 
pursuing therapy to a successful 
conclusion. 


With Prelu-Vite, as with Preludin, 
a weight loss 2—5 times that 
obtainable by dietary restriction 
alone, is readily achieved without 
the occurrence of annoying 

side reactions. : 


Availability: Also available: 
G e gy Prelu-Vite™ Capsules, each 
containing 25 mg. of Preludin action tablets (75 mg.) for once 


(brand of phenmetrazine HCl) daily administration; and as 
with vitamins A, B,C and Dand regular Preludin tablets (25 
5 minerals. : mg.) for b.i.d. or t.i.d. 
Under license from C. H. administration. 

Boehringer Sohn, Ingelheim. 


Geigy, Ardsley, New York Geigy 321-60 
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SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
IN THE EFFECTIVENESS AND SAFETY OF 


PROBENECID 


IN GOUT 


Ooms 


mo MERCK SH & DOHME, DIVISION OF MERCK & CO., ios WEST POINT, PA. 


should be 


Patients have 


“prolonged 


RENEMID 


reaction... -Patients the drug well. 


2... Locki e, 


and Talbott, J.: Does Your 
Patient Have Gout?, Scientific soma 

American Medical Asso 
Tune 327, 1957. 
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LBENEM Th 
agent, 


Supply; BENEMID* probenecid, 0.5 Gm. tablets, bottles of 100 and 1000. 
Also available: Co.BENEMID* 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100, 
For additional information, write Professional Services, Merck Sharp & Dohme, West-Point, Pa. 


*BENEMID'AND CoLBENEMID ARE TRADEMARKS OF MERCK & CO,,.1nc. 


Ba Keres MILK 


lron deficiency anemia in infants continues to be a major health , 
oy ie problem. It has been shown that milk is an excellent vehicle 
ments plus a for iron administration 


tor Stre situations. 


absorption is high; 
satisfactory hemoglobin responses are demonstrated; 
digestive disturbances are minimized 


nnetie & Smith, 


D hibd. 
342% se That is why Baker’s Modified Milk providiis iron (7.5 mg per quart 
H.Wa Medicine 
553 at 1:1 dilution). The Baker Laboratories, inc., Cleveland 3, Ohio. 
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When anatomical motion threatens to 
blur radiographs, the 200-ma Patrician 
can answer with extreme exposure 
speed, twice that of any 100-ma instal- 
lation. Film images show improved 
diagnostic readability . . . retakes are 
fewer, And you'll find the G-E Patri- 
cian is like this in everything for radi- 
ography and fluoroscopy: built right, 
priced sensibly, uncompromising in 
assuring you all basic professional ad- 
vantages. Full-size 81” table . . . inde- 
pendent tubestand . . . shutter limiting 


4 
4 


Name. 


Don’t settle for — 
“slow-power” x-ray 


get a full 200-ma with your Patrician combination 


device . . . automatic tube protection 
. .. counterbalanced fluoroscope, x-ray 
tube and Bucky .. . full-wave x-ray 
output. 


You also can rent the Patrician— 
— through G-E Maxiservice® x-ray 
rental plan. Gives you the complete 
x-ray unit, plus maintenance, parts, 
tubes, insurance, local taxes — every- 
thing — for one, uniform monthly fee. 
Get details from your local G-E x-ray 
representative, or clip coupon below 
for literature. 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 


X-RAY DEPARTMENT, Milwaukee 1, Wisconsin, Room R-111 
Send me: [] PATRICIAN bulletin 


MAXISERVICE® bulletin 
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A NEW AND BETTER RESOLUTION OFT 


IN THEORY: 
PHARMACOLOGIC ANTAGONISM 


a central depressant and a stimulant expectorant 


IN THEORY: 
PHARMACOLOGIC ANTAGONISM 


an expectorant and a decongestant 


HE COUGH PARADOX 
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What is the best way to treat a severe, pro- 
tracted, or stubborn cough? 


Many physicians prescribe a central cough 
suppressant, together with an expectorant 
and a nasal decongestant. 


Prescribe pharmacologic antagonists? At 
first glance it may seem absurd to attempt 
to increase respiratory fluid and stimulate 
productive coughing, while simultaneously 
drying up secretions and depressing the 
cough reflex. A paradox? 


NEW TUSSAMINIC EXPECTORANT com- 
bines three such agents, working together 
at different levels of the respiratory tree, 
to produce a beneficial result... 


COUGH SUPPRESSANT dihydrocodeinone— 
pharmacologically more active than 
codeine, but with less tendency to cause 
constipation, nausea, and drowsiness. In 
the dosage employed, it does not abolish 
cough reflexes, but merely raises the thresh- 
old of the medullary cough center. As a 
result, a minor irritative stimulus is unlikely 
to trigger a chain of coughing. 


EXPECTORANT glyceryl guaiacolate — ca- 
pable of increasing respiratory tract fluid 
200%, and free from the side effects of the 
iodides. It loosens and liquefies thick, irri- 
tating mucus, helping remove a major 
source of irritation to the lower bronchial 
mucosa, making the cough more productive. 


DECONGESTANT TRIAMINIC — provides 
complementary action. Postnasal drip often 
precipitates the cough. TRIAMINIC stops 
postnasal drip irritating to the sensitive 
pharyngeal and laryngeal membranes. .. . 
Paradox of the pharmacologic antagonists 
resolved. 


Only NEW TUSSAMINIC EXPECTORANT 
provides this complementary and effective 
combination of dihydrocodeinone, glyceryl 
guaiacolate, and TRIAMINIC. 
(It’s colorful; it’s mint-flavored; 
your patients will like it.) 
Each tsp. (5 ml.) of Tussaminic Expectorant provides: 


DIHYDROCODEINONE BITARTRATE . 1.67 mg. 
(Warning: May be habit forming) 

TRIAMINIC® . » 
HCl . 12.5:mg. 
pheniramine maleate . . . 6.25 mg. 
pyrilamine maleate . . . . . 6.25 mg.) 


GLYCERYL GUAIACOLATE . . . 100mg. 
CHLOROFORM. .. . owe 13.5 mg. 
Alcohol . . . 
Dosage: (to be 4 hours) 
Adults — 2 tsp.; Children 6 to 12 — 1 tsp. 
Kr NEw AND BETTER RESOLUTIC nf Supplied: Bottles of 1 pint. 


SMITH-DORSEY ¢ a division of The Wander Company 


Lincoln, Nebraska 
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extraordinarily effective diuretic. .’ 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Serie’: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 

EK (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 
seiehaiihnadin and 500 mg. potassium chloride. Naturetin 
é K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 


Naturetin Naturetin'K @ 


Squibb Benzydroflumethiazide 


Squibb Benzydrofiumethiazide with Potassium Chio: 
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MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
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extra-activity..promptly attained ¢ 


DECLOMYCIN Demethylchlortetracycline attains 


—usually within two hours—blood levels more than 4 
adequate to suppress susceptible pathogens. hi 
These levels are attained in tissues and body fluids . 


on daily dosages substantially lower than those 
required to elicit antibiotic activity of comparable P 
intensity with other tetracyclines. With other tetra- 


cyclines, the average, effective, adult daily dose is ; 
1 Gm. With DECLOMYCIN Demethyichlortetracy- a 


cline, it is only 600 mg. 


TETRACYCLINE 


CTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE a 
THERAPY THERAPY 


DOSAGE 
250 mg. q.i.d. 


DOSAGE 
150 mg. q.i.d. 
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evenly sustained 


DECLOMYCIN Demethylichlortetracycline sus- 
tains, through the entire therapeutic course, the 
high activity levels needed to control the primary 
infective process and to check the onset of a com- 
plicating secondary infection at the original—or at 
another—site. This combined therapeutic action 
is sustained, in most instances, without the 
pronounced hour-to-hour, dose-to-dose, peak- 
and-valley fluctuations in activity levels which 
characterize other tetracyclines. 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


long retained 


DECLOMYCIN Demethyichlortetracycline retains 
significant activity levels, up to 48 hours after 
the last dose is given. At least a full, extra day 
of positive antibacterial action may thus be con- 
fidently expected. One capsule four times a day, 
for the average adult in the average infection, is 
the same as with other tetracyclines — but the 
total dosage is lower and the duration of anti- 
infective action is longer. 


_DAYS OF TETRACYCLINE A' DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B* DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C* DOSAGE 


DURATION OF PROTECTION. 
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; m higher activity/intake ratio—positive antibacterial action 
i 
m@ sustained activity levels—protection against problem pathogens 


m@ up to two extra days’ activity— protection against recurrence 


: | CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Average infections — 1 
: capsule four times daily. Severe infections—Initial dose of 2 capsules, then 1 
capsule every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with calibrated, plastic dropper. 
Dosage: 1 to 2 drops (3 to 6 mg.) per pound body weight per day—divided into 4 doses. 


SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fi. oz. 
Dosage: 3 to 6 mg. per pound body weight per day— divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, 


for th stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photodynamic reaction to sun- — 
€ light has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing 
added measure therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
of protection occurs, discontinue medication. 
in clinical Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with other 
practice antibiotics. The patient should be kept under observation. 
DEMETHYLCHLORTETR CLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 
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New microphotographs 
illustrate unique action 
of 


7, Vaginal 
Cream-Jel 
snowy white — dry — static — free of messiness 


IVE 
in seminal fluid — 
spermatozoa viable 
and highly motile before 
=~ reaching interface of 
seminal fluid and 
IMMOLIN Matrix 


IMMOBILIZED 
* near the 

IMMOLIN Matrix — 
| approaching the edge 
“ of the IMM LIN Matrix 
immediately become 
immobilized and 


inside the 

IMMOLIN Matrix — 
spermatozoa dead and 
buried —killed within the 
distance they normally 
travel in one-q' 

of a second 


Simple, effective conception co 
without an occlusive device’? 

1. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 

2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 

Active | di Meth hy! lycol 550 taurate 5%, 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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this is 
PLEXONAS 


(ACTUAL SIZE AND SHAPE) 


#Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness, 
The following procedure 
for dosage adjustment has 
proven highly successful: 


Take one tablet 2 times 


iy 


third day increase the 


Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 


For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 


per day for 2 days. On the = 


daily dosage by one tablet. ~ 
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psuperior daytime relaxing agent 
(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1....30.5 per cent noted adverse reactions to meprobamate oi 
as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.’’* 


As a daytime relaxant, “it is well suited especially for the treatment 


992 


of hyperexcitability and anxiety. 


Inditations: Anxiety, nervousness, irritability, 
restlessness, hyperexcitability. 


e Extremely well tolerated by geriatric patients who need mild sedation, 
: as well as by depressed patients. 


Dosage: One tablet 8 or 4 times a day is adequate for most patients: 
However, some require up to six tablets per day, whereas others respond | 
adequately to as little as 1 tablet per days 


Composition; Each tablet contains sodium diethylbarbiturate 45 mg, ; 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate : 
25 mg., scopolamine hydrobromide 0, 08 mg., dihydroergotamine meth-' 
anesulfonate 0.16 mg. 


eds Scheifley, C. H.: Proc, Staff Meet. avs Clin. 84: 408 (Ase = 1959. 
2. Kadish, A; Med. 2:379 1966, 
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but she needs your help in planning her family 


VAGINAL CREAM VAGINAL GEL 
THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


# 


Ortho 
| 


Michigan 


Evening dose doesn’t interfere effect on heart-rateM@blobd S. MERRELL COMPANY, Cin 


a new antitussive molecule 


hydrochloride, generically termed “chlophedianol hydrochloride” 


NON-NARCOTIC 


SYRUP 


THE ADVANTAGES OF ULO 


cough 

suppressant 
action 
duration greater 


of action than” 


side less 
actions “than 


Vv 


_ Though it reaches peak action 
narcotics _ somewhat more slowly, the cough- 
suppressant power of ULO is fully 

as great as that of narcotics. 


narcotics After reaching peak action, ULO 
maintains its maximal cough- 
suppressant effect undiminished 
for 4 to 8 hours. 


; | ULGhzis free from the limitations 
narcoticS and undesirable side effects of 


narcotics...no constipation...no 
nausea...no gastric irritation... 
no appetite suppression...no tol- 
erance development...no respira- 
tory depression...no drowsiness. 


Percent Inhibition of Cough 
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CLINICAL RESULTS WITH ULO 


1078 patients observed by 50 U.S. investi- 
gators, 46 of whom were chest physicians 


100 


Indications 
Results 
Diagnostic Number of Good to Not Upper respiratory 
Category Patients Excellent Fair Poor Specified infections 
Upper Respiratory ; Common cold 
Infection §21 357 19 
Bronchitis 398 309 42 38 9 Pneumonia 
Pneumonia 53 4A 4 5 0 Bronchitis 
Tracheitis 
Postnasal Drip 48 32 9 3 4 
Laryngitis 
Tracheobronchitis a2 23 4 3 2 Croup 
Croup 14 10 2 2 0 Pertussis 
Pleurisy 12 11 Oo 1 0 Pleurisy 
Total Patients 1078 786 149 109 34 
Total Patients Benefited 86.2% 


4 to 8 hour sustained cough suppression 


Comparison of therapeutically equivalent 
doses of ULO and other antitussive agents 


There are no known con- 
traindications. Side effects 
occur only occasionally and 
have been mild. Nausea 
and dizziness have oc- 
curred infrequently, vomit- 
ing and drowsiness rarely. 


Adults: 25 mg. (1 teaspoonful) 3 or 4 times 
daily as required; 

Children: 6 to 12 years of age—12.5 to 25 
mg. (Y2 to 1 teaspoonful) 3 or 4 
times daily. as required; 

2 to 6 years of age—-12.5 mg. (2 tea- 
spoonful) 3 or 4 times daily as re- 
quired, 


Mean per cent inhibition of cough 
in dogs following oral administra- 
tion of therapeutically equivalent 
doses of ULO (SL-501) and other 
antitussive agents. The horizontal 
dotted line represents threshold 


% of maximum effectiveness, arbi- 
pS trarily taken at 75 per cent sup- 
sd pression of counted coughs. Note 
; that the duration of maximum 
: effectiveness of a single dose of 
3 OO pinvprocoveinone: 02“ ULO is 6 hours, 24 times as long 
DIMETHOXANATE: as that of codeine. Peak effective- 
é =. = ness of ULO is not reached until 2 
or 3 hours after administration, 
but the maximum antitussive 

action lasts at least 6 hours. 
Chen, J. Y.; Biller, H. F., and Mont- 
» E. G., dr.: J. Pharmacol. 
1 1 i 1 Exper. Therap. 128:384, 1960, 

5 6 7 8 9 10 iF | 
Hours After Oral Administration 
Safety Dosage: Availability 


ULO Syrup, 25 mg. per 5 cc. (tea- 
spoonful), in bottles of 12 fluid ounces. 
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™, 


is an antiemetic which provides rapid 
brand of meclizine hydrochloride and prolonged protection against nausea and 
vomiting due to a variety of causes, A single 
dose of BONINE is usually effective for 24 hours. 
Thus, BONINE can be taken at bedtime to help 
prevent “next morning” sickness. 


INDICATIONS: Valuable in the symptomatic relief _ 
of nausea and vomiting of pregnancy. Also indi- a 
cated for motion sickness, radiation sickness, fe 
vertigo associated with Méniére’s syndrome, 
labyrinthitis, fenestration procedures, vestibular 
dysfunction, and dizziness associated with cere- 
bral arteriosclerosis. 


ADMINISTRATION AND DOSAGE: For control of 
nausea and vomiting of pregnancy, a daily dose 4 
of 25 to 50 mg. is usually effective. For dosage ' 
schedules in otherindications, see package insert. 


one drug meet 


SIDE EFFECTS: Not a phenothiazine, the side 
effects reported in association with BONINE have 
been mild and/or transient and consist of occa- 
sional drowsiness, dryness of the mouth, and 
blurred vision. Drowsiness is seen less frequently 
with BONINE in therapeutic dosages than with 
most other effective antiemetics. 


so we'll the needs 


of one condition 


PRECAUTIONS: As with other antihistaminic com- 
pounds, the physician should inform patients of 
the need for caution in driving a car or when 
engaged in other activities requiring alertness. 
There are no known contraindications to BONINE. 


SUPPLIED: BONINE Tablets, scored, tasteless, 25 
mg. BONINE Chewing Tablets, mint-flavored, 25 
mg. BONINE Elixir, cherry-flavored, 12.5 mg. per 
teaspoonful (5 cc.). 


More detailed professional information available 
on request. 


Science for the world’s well-being™ PFIZER LABORATORIES Division, Chas Pfizer ¢> Co., Inc. Brooklyn 6, New York 
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ABBOTT 


another dandruff “wonder” that wasn’t 
Eventually he’ll learn. There are fio “miracle” cures for 
dandruff. Selsun comes close, but fhere are possibly 5% that 
it won’t help at all. But for the other 95%—and that probably 
includes this fellow—it’s the mos effective treatment avail- | 
able. Why not give him the word\.and a prescription. You'll 

Save him money down the drain. 


SE LSU N° Suspensii an ethical answer to a medical problem 


@SELSUN—SELENIUM SULFIDE, ABBOTT 
©1960, ABBOTT LABORATORIES 011023 
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Now...the only with extra-broad spectrum benefits:— 


action at lower milligram intake... broad- 


Nystatin combination 
range action...sustained peak activity... 
with extra-active extra-day security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethylichlortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York @@ga> 
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in nine years Novahistine hasn't cured a single cold... but it has been prescribed 
for relief of symptoms 


in over 10,000,000 patients* 


Novahistine LP tablets begin releasing medication promptly and continue bringing relief 
for 8 to 12 hours. Two Novahistine LP tablets in the morning and two in the evening will 
effectively control the average patient's discomfort from a cold. Each tablet contains 25 
mg. phenylephrine HCI and 4 mg. chlorprophenpyridamine maleate. 


*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


fi M PITMAN-MOORE COMPANY oovision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


Novahistiné|D 


LONG ACTING 
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The physician listens to a tense, nervous patient 
discuss her emotional problems. To help her, he 
prescribes Meprospan® (400 mg.), the only con- 
tinuous-release form of meprobamate. 


She stays calm while on Meprospan, even under 
the pressure of busy, crowded supermarket shop- 
ping. And she is not likely to experience any 
autonomic side reactions, sleepiness or other 
discomfort. 


Relaxed, alert, attentive ...she is able to listen 
carefully to P.T.A. proposals. For Meprospan 
does not affect either her mental or her physical 
efficiency. 


CME-2063 


Peacefully asleep . . . she rests, 
nervousness or tension. (Samples and literature 
on Meprospan available from Wallace Labora- 
tories, Cranbury, N. J.) 


The patient takes one Meprospan-400 capsule at 
breakfast. She has been suffering from recurring 
states of anxiety which have no organic etiology. 


She takes another capsule of Meprospan-400 with 
her evening meal. She has enjoyed sustained 
tranquilization all day —and has had no between- 
dose letdowns. Now she can enjoy sustained 
tranquilization all through the night. 


undisturbed by 
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To Calm the Nervous, Worrisome Elderly Patient 
Without the hazard of cumulative toxicity... 


BUTISOL a is destro ‘a rapidly in the body . . . not contra- 
indicated in the presence of renal disease . . . essentially nontoxic 
for the liver’’—is well suited to geriatrics. 


BUTISOL does not produce the “confusion and disorientation” frequently 
associated with the use of phenobarbital in the aged. 


BUTISOL “provided the highest rating Cherapentte index) of sedatives 
studied for control of anxiety and insomnia by daytime dosage” in 
a 5-year study’, because it showed the lowest incidence of side 


effects and least likelihood of cumulative toxicity. 
BUTISOL Sodium® Tablets * Repeat-Action Tablets « Elixir « Capsules 


1. A.M.A, Council on Drugs: New and Nonofficial Drugs 1960, Philadeiphia, J. B. Lippincott Company, 1960, p. 363. 
2. Friend, D. G., and Hamlin, J. T. 11: in Modell, W.: Drugs of Choice 1960-1961, St. Louis, The C. V. Mosby Company, 1960, pp. 270-271. 


3. Batterman, R. C., et al.: Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (Oct.) 1959. 


McNBIL LABORATORIES, INC. Philadeiphia 32, Pa. 
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in peripheral vascular disease... 
brings blood to deep tissues 

without troublesome 
gastrointestinal side effects’ 


relaxant 


Isoxsuprine hydrochloride, Mead Johnson 


e increases blood flow by direct 
action on the smooth muscle of 
the blood vessels” 


e provides relief in a high percent- 
q age of patients with a wide variety 
of peripheral vascular disorders*’ 


_ e effective in intermittent claudi- 
a cation,”* coldness and numbness 
of extremities,“ trophic ulcers,>® 
5,7 . . 

and leg cramps*’ associated with 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


Dosage and administration: 1 or 2 tablets (10 to 
20 mg.) three or four times daily. 


Supply: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./cc.) for intramuscular use, boxes of 6. 


sa 


References: (1) Kaindl, F.; Samuels, S.S.; Selman, D., 
and Shaftel, H.: Angiology 70:185-192 (Aug.) 1959. 
(2) Samuels, S. S., and Shaftel, H. E.:°J.A.M.A. 777: 


a : 142-144 (Sept. 12) 1059. (3) Kraucher, G.: Prakt. Arzt 
17:325-329, 1957. (4) Birkmayer, W., and Mentasti, M.: 
¥g gi Wien. med. Wchnschr. 708:395-396 (May 3) 1958. 


(5) Clarkson, I., and LePere, D.: Detailed report in 
Mead Johnson research files. (6) Billiottet, J., and 
Ferrand, J.: Sem. méd. 34:635-637 (May) 1958. (7) 
Singer, R.: Wien. med. Wechnschr. 107:734-736 
(Sept.) 1957. 
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Mead Johnson 
Symbol of service in medicine 
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e increases bile 
DECHOTYIL stimulates 


. e improves motility 
DECHOTYL gently stimulates 
regulator intestinal peristalsis 


© softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DECHOTYL facilitates 
lipolysis — prevents 
inhibition of bowel motility 

by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETs at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 


COMPANY, INC 
Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart « Indiana 


Toronto Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 
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when your patient’s situation is this: 


| 
| 
| 
| 
| 
| 
| 

caloric intake | caloric output 


you can change it to this: 


| 
| 
| 
| 
| 
caloric intake | 


in obesity a 
...economical het A N 
PHANTOS unique “timed release”’ capsules contain all the appetite control ingredients 


needed for successful dieting. Sustained release throughout the day makes it easier for 
your patients to adhere to low or moderate calorie diets. 


caloric output 


Each Puantos capsule, taken on arising, provides: 


Phenobarbital (warninc: May BE Y% gr. 


Your obese patients, taking PHANTOs, get: 
¢ day-long appetite suppression ¢ day-long mood elevation 
¢ gentle morning laxation * mild evening sedation 


SUPPLIED: PHANTOS, red and yellow capsules, bottles of 30, 250 and 500. PHantos-10 (two- 
thirds strength for those who can be managed on lower dosage), bottles of 30 and 250. 


7 COOPER, TINSLEY LABORATORIES, INC., HARRISON, NEW JERSEY 
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Fra? WHEN ULCEROGENIC 
FACTORS KEEP ON WORKING... 


— 
REMEMBER THIS: SO DOES ENARAX 


Think of your patient with peptic ulcer—or G.1. dysfunction—on a typical day. 
Think of the anxieties, the tensions. 

Think, too, of the night: the state of his stomach emptied of food. 
Disturbing? 

Then think of ENARAX. For ENARAX waS formulated to help you control precisely 
this clinical picture. ENARAX provides oxyphencyclimine, the inherently long- 
acting anticholinergic (up to 9 hours of actual achlorhydria').. . . plus Atarax, 
the tranquilizer that doesn’t stimulate gastric secretion. 

Thus, with b.i.d. dosage, you provide continuous antisecretory /antispasmodic 
action and safely alleviate anxiety ... with these results: ENARAX has been 
proved effective in 92% of G.I. patients.?-4 

When ulcerogenic factors seem to work against you, let ENARAX work for you. 


(10 MG. OXYPHENCYCLIMINE PLUS 25 mG. ATARAX®T) A SENTRY FOR THE G.I. TRACT 


dosage: Begin with one-half tablet b.i.d.—preferably in the morning and before retiring. Increase 
dosage to one tablet b.i.d. if necessary, and adjust maintenance dose according to therapeutic 
response. Use with caution in patients with prostatic hypertrophy and only with ophthalmological 
! supervision in glaucoma. 

supplied: In bottles of 60 black-and-white scored tablets. Prescription only. 

References: 1. Steigmann, F., et al.: Am. J. Gastroenterol. 33:109 (Jan.) 1960. 2. Hock, ©. W.: 
to be published. 3. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 4. Data in Roerig Medical 


Department Files. tbrand of hydroxyzine 
| FOR HEMATOPOIETIC STIMULATION 

WHERE OCCULT BLEEDING IS PRESENT New York 17, N. Y. 

e Division, Chas. Pfizer & Co., 

| HEPTUNA® PLUS Science for the World’s walt Deing™ 


THE COMPLETE ANEMIA THERAPY 


senile vaginitis responds to 
“Premarin” Vaginal Cream 


Senile vaginitis reflectsalackof integrity of friable tissues, thus 


estrogen stimulation and 
“Premarin” Vaginal 


facilitates surgery and 
favors more rapid heal- 


Cream greatly simpli- gf ae So ing. (Suggested ther- 
fies treatment by re- Gee SS | apy: 2 to 4 Gm. daily 
storingtheinfluence J 2 for about 10 days 
of estrogen directly (== . = before and 10 days 
to the vaginal mu- i == $=] @ after surgery.) 


cosa. A healing and 
soothing effect is pro- 
duced which is almost 
immediately evident. 


» “Premarin” Vaginal Cream 


promotes proliferation and vas- 
cularity of the epithelium, low- 
ers vaginal pH to an acid range 
unfavorable to the growth of 
pathogens, and increases resist- 
ance to infection. (Approximate 
dosage range: 2 to 4 Gm. daily.) 
Given pre- and postopera- 
tively, “Premarin” Vaginal 
Cream tends to restore the 


‘‘Premarin’’ H-C 
Vaginal Cream (with 
hydrocortisone) is val- 
uable when immediate 
anti-inflammatory, antipruritic 
action is needed. 
Supplied: “Premarin? Vaginal 
Cream — 0.625 mg./Gm. conju- 
gated estrogens, equine in non- 
liquefying base —1% oz. tubes 
with applic. “Premarin” H-C 
Vaginal Cream—same estrogen 
content plus 1 mg./Gm. hydro- 
cortisone (present as acetate)— 
1 oz. tubes with applic. 


In monilial vaginitis, ‘““Vanay” Vaginal Cream is particularly 
effective therapy. Unique self-regulating action maintains con- 
tinuous fungistatic control without danger of local irritation. 
Nonsensitizing, nonirritating, nonstaining, odor-free. 


PATENT 
APPLICATIONS 
PENDING 


AYERST LABORATORIES * New York 16, N. Y. * Montreal, Canada 


“Vanay®”’ Vaginal Cream—Brand of Triacetim 
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IN SKIN INFECTIONS 


REGARDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


@ HIGHLY EFFECTIVE @ DRAMATIC RESPONSES 
IN CHRONIC CONDITIONS @ MICROBICIDAL EVEN 
AGAINST RESISTANT STRAINS OF STAPH. AND STREP., 
INCLUDING FOUR STRAINS OF STAPH. PHAGE GROUP 
80/81 @ VIRTUALLY NONSENSITIZING AND NON- 
IRRITATING @ ODORLESS AND STAINLESS—HIGHLY 
ACCEPTABLE 


EFFECTIVE THERAPY FOR IMPETIGO, FOLLICULITIS, 
FURUNCULOSIS, ECTHYMA, ECZEMA, ACNE, ATOPIC 
DERMATITIS, NEURODERMATITIS, CONTACT DERMA- 
TITIS, STASIS ULCERS, HYDRADENITIS, SEBORRHEIC 
DERMATITIS, INFECTIOUS ECZEMATOUS DERMATITIS, 
WOUNDS, LACERATIONS AND BURNS. 


TRIBURON HYDROCORTISONE CREAM (0.1% TRIBURON 
CHLORIDE PLUS 1.0% HYDROCORTISONE IN A VANISH- 
ING-CREAM BASE) 5-GM AND 15-GM TUBES. TRIBURON- 
HC OINTMENT (0.1% TRIBURON CHLORIDE PLUS 0.5% 
HYDROCORTISONE IN A WATER-SOLUBLE BASE) 5-GM 
AND 20-GM TUBES. TRIBURON OINTMENT (0.1% 
TRIBURON CHLORIDE IN A WATER-SOLUBLE BASE) 
1-O0Z TUBES AND 1-LB JARS. 


TOPICAL MICROBICIDE + NOT AN ANTIBIOTIC + NOT 
A NITROFURAN 


T.V. MORTON, IBID., P. 124. 3. P. L. WILLIAMS, IBID., P. 135. 4. F. T. BECKER AND 

4. L. TUURA, IBID., P. 131. 5. S. M. BLUEFARB, IBID., P. 119. 6. R. J. SCHNITZER, 
+ GRUNBERG, W. F. DELORENZO AND R. E. BAGDON, ANTIBIOTICS & 

CHEMOTHER., 9:267, 1989. 

TRIBURON® CHLORIDE N,N'-B1S[1-METHYL-3-(2,2,6- ‘TRIMETHYLCYCLO- 


HEXYL)PROPYL)-N,N’ “1,6. BIS (METHOCHLORIDE) 


CONSULT LITERATURE FOR DOSAGE REQUIREMENTS, AVAILAGLE ON RE- 
QUEST, BEFORE PRESCRIBING 


CONSISTENT RESPONSE 


Hydrocortisone 


greater therapeutic effect - greater patient appeal CREAM 


CARNATION EVAPORATED MILK IS THE WORLD'S 
LEADER FOR INFANT FORMULA FEEDING 


“from Contented Cows” 
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formula. Carnalac is simply Carnatior 
Evaporated Milk with its added Vitamin D, plus 
carbohydrate. The carbohydrate is natural lactose 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
seored tablets. Write for literature and samples. 


Acts swiftly - the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- - 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WwW} WALLACE LABORATORIES/ Cranbury, N. J. 
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feel better- 


from the 
first day’s 


Alertonic 


alerts the mind/ tones the body 


here’s why: Each day's dose of Alertonic (3 tablespoonfuls) contains: 
a mild psychic stimulant: Meratran (pipradrol) 
Hydrochloride, 2 mg. 


abundant vitamins & minerals: Vitamin B, (Thia- 
mine Hydrochloride), 10 mg.; Vitamin Bz (Riboflavin), 
5 mg.; Vitamin B. (Pyridoxine Hydrochloride), 1 mg.; 
Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; 
Iodine (as Potassium Iodide) , 1 mg.; Calcium Glycerophos- 
phate, 100 mg. and one milligram of each of the following: 
cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 


Dosage: One tablespoonful t.i.d. 30 minutes before meals. 
Supplied: Pint botties, on B only. 
To date more than 30 million doses have been prescribed. 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO * ST. THOMAS, ONTARIO 
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; TRADEMARKS: ALERTONIC®, MERATRAN® 
i 


ADENITIS, BRONCHITIS, 


BEFORE YOU WRITE FOR AN ANTIBIOTIC CONSIDER , 
THE ‘PLUSES’ OF NEW ALPEN FOR YOUR PATIENTS! 4% 


Alpen is more active against clinical isolates of penicillin-resistant staphy- 
lococci than older penicillins. Alpen is indicated for acute and chronic 


streptococcal infections. Alpen is = ALPE N | 
] 


absorbed to produce high blood levels. 


Alpen has greater freedom from the G.I. 
1. Morigi, E.M.€.; Wheatley, W. B., and Albright, H.: Antibiotics Annual 1959-60, N.Y., Antibiotic, Inc., 1960, 131. ALPEN" potassium phenethicillin <li 


sequelae of the broad spectrum -mycins. 
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When the headache is associated with nervous tension and G.I. disturbance: 

CAFERGOT P-B TABLETS :ergotamine tartrate 1 mg., caffeine 100 mg., CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 100 mg. Dosage: same as Cafergot P-B Tablets. 

of attack; if needed, 1 additional tablet every % hour until relieved 

(maximum 6 per attack). 

CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., CAFERGOT SUPPOSITORIES: ergotamine 

Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as tartrate 2 mg., caffeine 100 mg. Dosage: same 

possible in attack; second in 1 hour, if needed (maximum 2 per attack), as Cafergot P-B Suppositories. 


SANDOZ 


For a new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sendoz, Hanover, N. J. 
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PLASMANATE 


HUMAN PLASMA PROTEIN SOLUTION 


agent of coe in the initial ‘treatment of shack 


increases circulating blood volume with out- 
standing effectiveness .. . unsurpassed safety 


Clinical demonstrations have borne out the usefulness 
and safety of Plasmanate.? It offers all the advantages of 
plasma with none of its undesirable properties and it has 
a better balanced electrolyte content.than albumin. Its 
plasma expanding properties have been shown to be 
equivalent to those of an equal amount of protein in the 
form of human serum albumin.? Unlike whole blood, it does 
not alter the blood typing characteristics of the recipient, 
nor does it appear to sensitize patients to its subsequent 
administration. Plasmanate offers these other advantages: 


Heat-treated for 10 hours at 60° C. against hepatitis viruse 
As reaction-free as normal serum albumin @ Maintains in- 
creased blood volume for a reasonable time @ Valuable as 
a source of protein in treating hypoproteinemia @ Virtually 
potassium-free and low in Na and Ca@ Can be stored for 
long periods with no clumping or precipitation. 
A New Plasmanate, a 5% solution of selected human plasma proteins with 


stabilizers in 0.67% saline solution (pH 6.75-7.25),* is available 
Human Blood in 250 cc. bottles complete with ready-to-use administration set. 


Fraction 
Product Electrolytes per liter Plasma protein percentages 
Sodium 112 mEq. Albumin 88% 
from Chloride 48 mEq. Alpha-globulin 1% 
Cutter Research Potassium 0.5 mEq. Beta-globulin 5% 


* U.S.A. and Foreign Pat. Pend. 


1. Cock, T. C., et a/.; California Med. 89:257, 1958. 
2. Bertrand, J. J., et a/.; Vox Sanguinis 4:385, 1959. 


For complete information See PDR page 665 Ask Your Cutter Man or write to Dept. 0-1 
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Osteopathy—A public trust* 


MORRIS THOMPSON, A.B., D.Sc., D.Litt., Presi- 
dent, Kirksville College of Osteopathy, Kirksville, 
Missouri 


To be chosen by the Board of Trustees to deliver 
the Andrew Taylor Still Memorial Address is in- 
deed a great honor. It is an honor which I felt I 
hardly deserved when I was informed of my elec- 
tion; yet I accepted. The prospect of standing here 
before you with this responsibility has kept me 
thoughtful and anxious for just days short of a 
full year. Yet here I am. 

The fact that I accepted, while doubting my 
worthiness, and that I have not withdrawn in the 
face of my thoughtful anxiety, means but one thing: 
I have things to say to you. today. I hope these 
things will be worthy, instructive, and, yes, I hope 
they will be of influence in the course of the 
osteopathic profession and hence in the welfare 
of man. 

Some of the things I say will seem presumptuous 
for a layman who fills this spot where so many dis- 
tinguished osteopathic physicians have stood. Some 
will seem to be opinions and conclusions which, 
perhaps, a layman should not feel qualified to hold 
or to reach. I must therefore lay a foundation of 
reasons why I say them and establish some under- 
standings against which they should in every case 
be viewed. 

Through most of my lifetime I have had personal 
experience with osteopathic health care for my 
family and myself. Circumstances have been such 
that in some dramatic instances I have had the 
opportunity to observe the difference in approach 
and results when the care was rendered by an 
osteopathic physician. I want for myself and my 
family now and in the future the advantage of this 
®*The Andrew Taylor Still Memorial Lecture, presented at the 64th 


Annual Convention of the American Osteopathic. Association, Kansas 
City, Missouri, July 19, 1960. ’e 
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superior approach to health care. Wanting this 
benefit for myself and my own, it seems hardly 
proper not to wish it for others. I do earnestly wish 
that all my fellow men now and in the future may 
have this advantage. 

I am and have been blessed with the opportunity 
to do something important about this earnest wish. 
I have filled a responsible position in your first 
college for 17 long, exciting, and rewarding years. 
I am still incumbent in that post and pray that I 
remain so. This length of time of “being around,” 
of investing of myself, must be considered a part of 
the background for the opinions which I wish to 
express here. 

Now, then, some general opinions which should 
be “qualifiers” of some of the specific opinions 
which I will develop. I believe that a D.O. should 
use every and all good and useful things which 
may help his patients and that he should be in- 
structed in their use to the limits of his capacity 
to learn. I believe that not all who elect osteopathic 
medicine as a career can accomplish the highest 
skill in the manipulative methods of treatment or 
the full comprehension of the osteopathic philoso- 
phies which characterize the greats in the profes- 
sion. This is true of any set of methods or skills and 
of any philosophy. 

I believe, however, that to the great good for- 
tune of mankind there is an extremely wide band 
marked by the lowest useful accomplishment and 
understanding on one side and the highest on the 
other, and that all physicians who fall within that 
band are superior physicians on one important con- 
dition. That condition is that they have “The capac- 
ity to know when, where and how to seek and 
obtain the assistance and counsel of others with 
special skills and knowledge, and how and where 
to seek and utilize further information.” 

I believe that there is an important need for D.O.’s 
especially prepared in what might be called the 
traditional specialties, and I recognize that the de- 
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After 65 years of organized 
existence, the osteopathic profession 
finds itself the possessor of a 
system of health care which it holds 
in the sense of a public 
trust, and what it does with it 
now and in the future will 
record whether or not this profession 


is worthy of that trust 


velopment of a highly specialized knowledge and 
skill in those fields may not permit him to maintain 
a high skill in the manipulative methods. However, 
I further believe that any specialist who practices 
under the degree D.O. can and should apply, to 
the great advantage of his patients, the osteopathic 
concept and some osteopathic manipulative meth- 
ods and, even more important, that he should be 
aware of these understandings and skills in others 
and use his influence to bring these advantages to 
his patients. 

So, having laid the foundation for the opinions 
I shall express, having set out certain “qualifiers” as 
background against which the things I say must be 
cast, now let me “tell you what I hope to tell you.” 

First, in keeping with the theme of this conven- 
tion and the title of this paper, I submit that, after 
65 years of organized existence, the osteopathic 
profession finds itself the possessor of a system of 
health care which it holds in the sense of a public 
trust, and what it does with it now and in the future 
will record whether or not this profession is worthy 
of that trust. 

With the great public interest in and demand for 
osteopathic care, as distinct from other health care, 
with the great and growing record of support on 
the part of the American public, it would seem al- 
most unnecessary to say that the handing over of 
that trust to uninformed, untried, and historically 
hostile hands hardly seems the likely way to the 
honorable keeping of that trust. 

Second, I submit that within this broad frame- 
work of public trust, there is the element of public 
contract for the institutions and individuals in- 
volved. Specifically, a hospital which holds itself 
forth as an “osteopathic” hospital, which is incor- 
porated under the laws of the state or nation as 
such, which accepts tax exemption and other public 
privileges as such, has in effect if not in fact entered 
into a public contract to render osteopathic health 
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care—complete and unlimited care in every sense, 
and as distinctive from other systems of care as the 
adjective “osteopathic” is distinctive from the ad- 
jectives applied to other systems. 

Specifically, a college which holds itself forth as 
an “osteopathic” college, which is incorporated 
under the laws of a state as such, which seeks and 
accepts gifts and grants as such, which accepts tax 
exemption and other public privileges as such, has 
in effect if not in fact entered into a public contract 
to teach and develop a system of healing, complete 
and unlimited in every sense, giving special empha- 
sis to the philosophy and methods which give the 
osteopathic school of medicine its distinction and 
which are implicit in the adjective “osteopathic.” 
This element of contract involves all individuals 
engaged in institutional work: the administrators, 
the teachers, and all who accept positions of re- 
sponsibility in “osteopathic” institutions. 

Specifically, an individual who has sought and 
accepted the degree “Doctor of Osteopathy,” who 
is licensed under the laws of one or more states as 
such, who participates in public programs becaus- 
of that degree and who accepts public privilege as 
such, has in effect if not in fact entered into a public 
contract to practice a special kind of medicine 
which, within the understandings set forth above, 
will bring to his patients the benefits of the philoso- 
phies and methods which characterize the osteo- 
pathic school of practice. 

Specifically, within the limits of the resources of 
the institution and the natural abilities of the in- 
dividual, anything less becomes a default of public 
contract, a failure in a public trust. The role and 
responsibility of the individual will be explored at 
greater length in a few moments. For now, another 
opinion: 

Third, a great deal more of the special contribu- 
tion of osteopathic medicine is being “delivered” to 
the public across the land than those of us who are 
a part of the profession in one way or another our- 
selves seem to credit. While there is far too much 
“default” still, from wide sampling of both pro- 
fessional and public opinion I can say that there is 
every reason for pride—not satisfaction but pride— 
in the special quality of health care being rendered 
by the osteopathic profession today, and good rea- 
son to believe that there is adequate foundation 
upon which to build toward a far more creditable 
fulfillment of the public contract tomorrow, and in 
the future. 

A mail survey of 1948 to 1953 graduates of all 
colleges in full-time private practice, made by L. 
W. Mills, disclosed some interesting facts. Forty per 


‘cent of over a thousand D.O.’s who responded to 


the survey indicated that more than 50 per cent 
of their patients received osteopathic manipulative 
therapy. More than 90 per cent indicated the use of 
the osteopathic philosophy in the diagnosis and 
treatment of disease. Nearly all—98 per cent—in- 
dicated the use of osteopathic manipulative therapy 
in the treatment of painful musculoskeletal prob- 
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lems; but, most significantly, 57 per cent rated osteo- 
pathic manipulative therapy an important part of 
their treatment of organic disease, while 21 per 
cent felt it was useful in a less important role in 
organic disease. Only 19 per cent said it was not 
important to some degree in the treatment of or- 
ganic disease; 3 per cent did not answer this ques- 
tion. “Favorable” answers by graduates of individual 
schools ranged from a high of 52 per cent to a low 
of 16 per cent who treat 50 per cent or more of 
their patients manipulatively. The range on indi- 
vidual colleges for graduates who feel that osteo- 
pathic manipulative therapy is an important part of 
the treatment of organic disease is from a high of 
74 per cent to a low of 41 per cent. 

It is also interesting to note that where graduates 
were divided between the “older” 3 years of 
the 6-year period covered and the “younger” 3 years, 
the percentage of the “younger” group falling 
among the “favorable” answers was higher than 
that for the “older” group. Observation, less well- 
organized and recorded but rather extensive on the 
part of this speaker and others, indicates that a 
similar survey of even more recent graduates would 
reflect an even stronger interest in the role of the 
osteopathic philosophy and the osteopathic manipu- 
lative methods in the diagnosis and treatment of 
disease and the general maintenance of health, 

Fourth, the most important impediments to the 
keeping of the public trust and the fulfilling of the 
public contract implicit in the words “osteopathic” 
and “osteopathy” are to be found within the pro- 
fession. 

Difficult and disturbing as they may be to all who 
hold the osteopathic cause high, I should like to 
dismiss with a great deal of pity those who are 
D.O.’s who wish to be something else. Every pro- 
fession, every vocation (even every nation) has its 
elements of these misfits and they are much more 
to be pitied than despised. This element within the 
osteopathic profession is unfortunate, even, at times 
and in places, dangerous. It is a living evidence of 
the need for much greater care in the selection of 
students for our colleges, much more effective 
teaching in the colleges, and much better orienta- 
tion of the younger graduate by those already in 
practice. 

However, since this “enemy within” is being 
minimized by one device or another and since the 
service potential of this element is nil compared 
with that of other “problem elements” within the 
profession, I'd like to concentrate on the identifi- 
cation and some suggestions for the improvement 
of the other problem elements. The first to be en- 
gaged may well surprise you. This is the too-large 
group of real and accomplished D.O.’s whose whole 
life attitude seems to reflect this paraphrase of the 
old saying: “Nobody is osteopathic except me and 
thee and sometimes. I wonder about thee.” 

Rather than welcoming a young colleague who 
uses osteopathic manipulative methods in 50 per 
cent of his practice, this tyne too often will cast 
him on the osteopathic rubbish heap because he 
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does not “treat all his patients” and often decry the 
comparatively limited understanding with which 
he applies the osteopathic theories. If these physi- 
cians practice by the same exacting standards by 
which they judge their neighbors, then this is ene 
of the best evidences I have of a voluminous high 
level of osteopathic practice because, unfortu- 
nately, this group is large in my experience. Too 
many of you in this room, my dear friends, fall to 
some degree in this category. 

If the public trust is to be well kept, if the con- 
tract is to be honorably fulfilled, those who do best 
must join forces with those who do less well but 
earnestly, and bend every friendly effort to raise 
the level of service of all. 

It is this same group which too much damns the 
colleges for “not teaching osteopathy,” with very 
little knowledge of what is really being done there, 
and too often with too little personal investment in 
terms of money, time, talent, and effort devoted to 
improving their programs. 

This is the group which will receive without com- 
ment a carefully prepared paper reflecting a good 
understanding of the osteopathic philosophies and 
a maximal and effective use of the osteopathic 
methods; then blast the editors for a “strictly medi- 
cal” paper. Too few in this group offer good writ- 
ings of their own for the consideration of the 
beleaguered editors. 

These are the doctors who are likely to discard 
a colleague who believes that it is the fourth lumbar 
instead of the sacroiliac which causes the major 
low-back trouble, or vice versa; or who may re- 
nounce a neighbor for “mixing” too much chemo- 
therapy with his practice when a look at their own 
prescription files would startle you. 

Contrary to general opinion, no age bracket has a 
corner on this “impediment group.” Many of the 
graduates of the past 10 years demonstrate most of 
the characteristics detailed although, by now, a 
higher percentage of youngsters are supporting 
their colleges consistent with their ability than any 
other generation in the profession. It does include 
too many of our middle-generation and senior 
osteopathic physicians. These are the men and 
women whose conviction from rich personal experi- 
ence and whose high skill from years of practice 
should be thrown enthusiastically and optimistically 
into the all-out effort for the keeping of the public 
trust, the fulfilling of the contract; not alone 
through their individual practices but through the 
practices of all other D.O.’s whom they can wel- 
come to the ranks, teach, and influence. 

These same persons too much deny their college 
and other institutions the support which could be 
generated from their practices and through their 
extensive influence, the very support needed to 
reinforce the capacity of the colleges to do their 
part in keeping the public trust and fulfilling the 
public contract. The magnificent examples to the 
contrary of Dr. W. K. Riland and Dr. Perrin T. 
Wilson are noints to this order. On a greater or 
lesser scale the same fine accomplishment is within 
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the reach of all D.O.’s, given the same faith in the 
contribution this profession has to offer, the same 
confidence in the intent of. their colleges, and the 
same determination to do something beyond per- 
sonal practice to forward the profession of which 
they are a part. 

The example of Doctors Wilson and Riland is a 
good note upon which to take a breather and 
recognize with deep appreciation the large and 
growing number of D.O.’s who do give of their 
personal resources and of themselves, and do influ- 
ence others to give. The category which I have just 
castigated—the castigated category, as it were— 
does not represent a majority; there are few who 
possess in themselves all the noxious characteristics 
described, and there are annually many converts 
from that group to the happy group. However, 
because of their abilities, their convictions, and their 
motivations, this group represents such a great po- 
tential for good that I here plead with all who share 
to any degree the attitudes detailed above: Join 
ranks; help all like-minded, if not quite as strong- 
minded; look for the best; accentuate the positive; 
and give of your money and yourself, and get 
others to do so as well. Soon you'll not have to 
worry about “thee.” 

Now to the final category of “problems within.” 
These are the ones who are too busy. They are 
aggressively proud of being D.O.’s. They are good 
citizens, publicly and professionally, in many ways. 
They belong to their associations and hospital staffs. 
They give to their colleges. They can never say 
“no” to a patient. They are financially successful. 
They are grateful for their osteopathic preparation, 
for the insight which it gives them into health and 
disease, and for the powerful therapeutic tools 
which they possess as distinct from other physicians. 

But they are too busy to use that insight and 
those tools to their full potential. Therefore the 
tools are not as ready, not as bright, not as sharp 
as they could and should be. In order to see more 
patients, they do less and less for more and more. 
They approximate too nearly the practice of the 
nonosteopathic physician. They fail the public 
trust. They default the contract. 

To their credit and in support of great optimism, 
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enlarged scope. . . . As fundamental research 
continues the back pressure will build 
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most of the physicians in this category are not 
particularly happy with the way they practice and 
are therefore susceptible to change for the better, 
Like our other “problem categories,” this group 
does not represent a majority in the profession. It 
does, however, in my opinion, represent the largest 
potential for enlarging the force for the keeping of 
the trust, the fullfilling of the contract. 

Mostly they need help. Those thousands of you 
who have learned to care for a lot of individuals 
with a maximum application of the osteopathic 
philosophies and methods need to teach them your 
approach to practice so that they can quit simply 
seeing a lot of patients. (Have you ever thought of 
the sad significance of that last phrase as it is used 
by too many physicians of all schools?) The strate- 
gies, the time-and-motion factors, the economics of 
a truly osteopathic practice—these are the things 
these doctors need to know. There must be research 
into the most effective forms of osteopathic practice, 
and this must be taught along with the content of 
practice, at both the undergraduate and graduate 
levels. But meantime, you who have found the 
answer, who have thrown off the shackles of the 
traditional approach to office practice, need to share 
with them the form as well as the philosophy and 
methods of your practice. 

Having in one way or another disposed of the 
problem categories within the profession, which are 
the greatest impediments to the keeping of the 
public trust and the fulfilling of the contract implicit 
in osteopathy, I should like now to develop the 
fifth and final major opinion around which this 
paper is written. Lest you are hopeful this meeting 
will adjourn far earlier than the program specifies, 
I must warn you that I have more to say about this 
one than the others. 

Fifth, and finally, then: We are just entering “the 
osteopathic era.” Great and creditable as have been 
the accomplishments of this profession from its 
founder to today, its tomorrow and the day after 
will be greater. Many scholars within and outside 
the profession have developed well mankind's 
growingly urgent need for the type of approach to 
health which this profession can provide. Among 
them is my learned colleague, Dr. Irvin M. Korr, 
who was your keynote speaker of a year ago. I shall 
not labor that point except to inventory it as one 
basis for this opinion that we are just about to 
enter “the osteopathic era.” 

Further, there is a great vitality in this profession, 
some of it now misdirected, some lying dormant, 
some wasted—but still a great vitality. As Korr! put 
it last year: 

You have established yourselves as a strong, independent 
profession, one of the two surviving medical professions in 
this country—and potentially a most powerful force for 
good in society. At tremendous cost to your own human and 
material resources you have trained and educated yourselves 
and each other, built your own educational and clinical insti- 
tutions, and established a profession of 13,000 physicians 
serving millions of persons. You have been awarded the 


rights to practice as fully qualified physicians and to create 
as many others as you can, more or less in your own image. 
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Your profession now has a powerful voice which is heard 
with far greater effect than one would expect from your 
numbers. The public increasingly seeks, and gratefully 
receives, the services of osteopathic physicians. Few recogni- 
tions and privileges remain to be won; indeed, the with- 
holding of recognition, approval, and privilege now raises 
more question in the public mind about the objectivity and 
the motives of the withholder than about the competence of 
the osteopathic physicians. In all, this has been an immense 
achievement—unmatched in the history of professions. 


Is not that a succinct summary of the accomplish- 
ment of a group with great vitality? When you con- 
sider that it has been done from a one-man standing 
start in a period which in the long view of history is 
but the twinkling of an eye, it speaks of a vitality 
and a force which to me must, in the very rightness 
of things, be used for a continuing and greater pur- 

se. 

It is another sign of great vitality that this pro- 
fession received Korr’s searching constructive criti- 
cism with standing applause. Further, it has demon- 
strated the ability at times to engage in the same 
kind of self-criticism and to face the facts that 
emerge. This represents qualities of a vitality which 
supports the utmost optimism for the future of this 
profession—for the belief that it will keep the 
public trust and fulfill the public contract. 

Korr’s timely address presented the above-quoted 
complimentary paragraph in the form of a chal- 
lenge. It suggested that, having done all these 
things, having acquired all this influence and force, 
now was the time for organized decision to use that 
great vitality for the maximum good. To this there 
was wide agreement, and to this end a start has now 
been made. There is strong evidence that a clear 
declaration of intent and purpose, combined with a 
realistic estimate of the gap between intent and 
accomplishment, a good plan for closing the gap, 
and a continuing and growing record of investment 
in its own development, will produce for the pro- 
fession the support it deserves and enable it to 
close the gap—to keep the public trust, to fulfill the 
contract. 

The Rockefeller gifts, recently announced, were 
the result of just that sort of presentation. Other 
benefactions in process to be announced in months 
ahead will be recognized as the result of the same 
approach. Here, again, is evidence to support the 
belief that we are entering “the osteopathic era.” 

Please do not overlook one of the most important 
elements in the above formula. It involves a clear 
and realistic look at the gap between intent and 
accomplishment, a careful measure of that gap, and 
the development of a sound program for the rapid 
filling of the gap. This process calls for a careful 
balance between dissatisfaction and hopeful opti- 
mism. The very figures which I quoted from the 
Mills study could be used to support a paralyzing 
pessimism. Quite on the other hand they could be 
used to support an even more dangerous position 
to the effect that “we're doing just fine,” and that 
all we need to do is keep on as we are. Neither is 

worthy of this profession and the trust it holds. 
Neither will bring “the osteopathic era.” 
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_ It seems to me important here, as we prepare our- 

selves for osteopathy’s greatest opportunity and, 
hence, its greatest challenge, to take a look at this 
“twinkling of an eye” historically which is the 
founding and development of the osteopathic school 
of medicine to date. I undertook such a quick over- 
view, calling it “Eighty Years in Eight Minutes,” 
and I presented it to the annual meeting of the 
Foundation for Research of the New York Academy 
of Osteopathy in November 1956.2 

I should like to try it in even shorter order from 
the vantage point of today. Doctor Andrew Taylor 
Still’s original inspired research was done within 
the context of a general medical practice of his 
time, and it was prodded upon him by the inade- 
quacies of his own armamentarium which he shared 
with his medical world of that time. The discover- 
ies he made and the methods he developed. to make 
those discoveries effective in human health were 
the products of hard, long, painstaking research, of 
astute observation of the world about him and of 
the forces at work therein. He incorporated the 
philosophies and methods thus developed into his 
practice and offered them freely to the medical 
world. 

His use of those methods in the light of those 
philosophies, and their application by the few who 
came to his feet to learn, were so startlingly suc- 
cessful and so completely different from the prac- 
tice of his time that he was reiected, ostracized, 
and persecuted by those on the “outside,” and “dis- 
cipled” by many who were close to him. Each 
treatment had its values and its handicaps. © 

It was only as a result of this combination of 
forces that Doctor Still pulled completely away 
from the old school of medicine and established, 
18 years after announcing his principles, a separate 
and independent school of practice and an institu- 
tion for the teaching of the art and science of oste- 
opathy. Thus began the institutionalization of the 
osteopathic school of medicine. 

The remarkable clinical successes of the great 
majority of the graduates of that school (and the 
others soon founded by those graduates) combined 
with other forces to develop a strong trend toward 
specialization in the early years of the profession. 


The preventive and health-maintenance 
values in osteopathic medicine 

; must be elevated from their present 

: level of individual doctor-patient 
understanding and appreciation 
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In the clinical successes the most dramatic, most 
distinctive, and most identifiable feature was the 
use of the manipulative methods developed by 
Doctor Still as one of the instruments for making 
his principles effective. This, then, became the hall- 
mark of osteopathy to the public in general, to the 
old and vigorously opposing school of medicine, 
and, to a large extent, to the members of the osteo- 
pathic profession itself. Too often the principles 
behind the practice, the understanding of man as a 
whole—man as a marvelous, integrated, and inter- 
related organism—was lost entirely by all con- 
cerned, although the D.O. could trace a large part 
of his success in the use of the method to the appli- 
cation of the principle. 

Nonetheless, all of the forces tended toward an 
impression in the first few decades of existence of 
the separate school that the manipulative methods 
were the beginning and end of osteopathy. A further 
part of this pattern found the osteopathic profession 
so successful clinically and economically on the 
one hand, and so beset by the opposition of the old 
school on the other hand, that little attention was 
given to the further development of the principle 
or further inquiry into the reasons why the central 
method was so effective. 

It did become more and more apparent, however, 
that if the full values of the distinctive philosophies 
and methods of practice which characterize the 
osteopathic school of medicine were to be made 
available to the public, the osteopathic profession 
must continue as and establish itself without 
question as a complete and unlimited school of 
medical practice. 

In spite of a great deal of opposition from within, 
combined with the powerful opposition of the old 
school of medicine and a lack of public understand- 
ing, the leadership of the profession set its course 
positively in that direction in the second decade of 
the present century. 

Korr’s apt description of the profession’s accom- 
plishments quoted earlier is vivid testimony to the 
epic success of a new, small, independent school of 
medicine in approaching that challenging goal. 

In themselves these accomplishments are great. 
When it is considered that they were made against 
the oppositions and handicaps already identified 
they become even greater. Further, in recognizing 
that this whole accomplishment was made on a 
course set by a separate, competing, and organiza- 
tionally hostile school of medicine, we find both 
added luster and added danger signs. It is the dan- 
ger signs which concern us now. 

In seeking and gaining recognition in relation 
to standards set by and for another school. there 
has been a heavy note of emphasis on “equivalency,” 
and “as good as.” While it was never intended and 
while the osteopathic profession has clung stub- 
bornly to a substantial element of its distinctive 
values, still too many years of striving and succeed- 
ing within the pattern reviewed can tend to trans- 
late “equivalency” into “sameness,” and “as good 
as” into “the same as.” 
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It has certainly been true that the energies, tal. 
ents, and other resources required for this task have 
left little in the coffers of the small profession for 
the further development of its principles and the 
extension and refinement of its methods in the 
service to human health. Research has been too 
small a part of its total program; but research there 
has been, sometimes a lone and _ handicapped 
worker, sometimes two or three, sometimes lost and 
off the trail; but research there has been. Signifi- 
cantly enough, this small spark, kept precariously 
alive often at great personal sacrifice, has for the 
past 20 years slowly grown until it now is shedding 
greater and greater light. Research under osteo- 
pathic auspices and orientation is assuming a 
greater volume and attracting more support. 

Human affairs make their transitions slowly and 
seem dramatic only when we recognize that they 
are already well under way. It seems to me that 
this profession and all of us who bear the responsi- 
bility of knowing its value can now well mark an 
important transition. That transition finds the pro- 
fession having established itself rather firmly as a 
complete, independent, and unlimited school of 
practice, having run the course set for it by the 
other school and having, for sure, built the medium 
through which the osteopathic contribution can be 
best made to man. 

It is now faced with the greater challenge of using 
that medium to its maximum potential in human 
health service. In the words of the Decade of Pur- 
pose, the long-range development program of the 
Kirksville College, it seeks “the fullest, fastest, most 
effective application of the osteopathic concept and 
method to the practical problems of human health 
and well-being.” And we find a world in at least 
equal need for that health service as it was when 
Doctor Still first put the principles and methods to 
work. What will it take to accomplish that goal? 

Having condensed the history of the osteopathic 
profession into 8 minutes and having raised that 
challenging query, I hope to answer my own ques- 
tion. Meantime, let me point up from the history 
reviewed above that this period in the life of this 
profession may well be considered the “get ready” 
period, the time of establishment, the time of build- 
ing sinews, gaining experience, developing maturity, 
insight, and humility. In short, the osteopathic pro- 
fession may well just now have passed its tests 
preparatory for “the osteopathic era,” preparatory 
to keeping the trust, to fulfilling the contract. I 
sincerely believe that this is so. 

This provides no basis for self-satisfaction. 
Neither, however, does it provide the basis for hope- 
lessness, for professional self-depreciation. It is 
rather a clear indication that this is the time for 
rolling up the sleeves and getting on with the task 
—a hard task, an important task, a possible task. 

Now to suggest a few answers to the question: 
“What will it take (for the osteovathic profession) to 
use that medium (its establishment) to its maxi- 
mum potential in human health service?” 

It will take many things. Better, ever better, edu- 
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cational facilities in general, larger and better 
faculties, better student selection, and more student 
aid. It will take research, and research in greater 
depth and on a broader front. 

It will take research in educational methods, in 
curriculum and other educational forms, for those 
elements of our educational program are to a 
large degree an inheritance from the old school of 
medicine, just as are the standards by which the 
profession and its institutions have been judged. 
There is no assurance that those forms are serving 
even the old school of medicine well today, and 
there is an increasing volume of research directed 
at their critical re-examination in those circles. 
Their value is doubly doubtful for osteopathic edu- 
cation with a different orientation, different meth- 
ods and philosophies. So there must be careful, 
original, searching research into educational meth- 
ods and forms and courageous rebuilding in the 
light of the product of that research. 

Fundamental research into the intrinsic biologic 
nature of the osteopathic lesion must continue with 
greatly enlarged scope, seeking the answers to 
questions which the osteopathic orientation enables 
the investigator to ask. And, finally, and quite im- 
portantly, a far greater volume of sound clinical 
investigation must be undertaken. The product of 
our laboratories already supports a great volume of 
clinical research as yet waiting to be done. As the 
fundamental research continues this back pressure 
will build higher and higher unless clinical research 
is undertaken in greater volume. 

There must be critical examination of practice 
forms and practice methods done under the same 
exacting conditions of control established in the 
laboratory, so that we may equip osteopathic 
physicians to a larger degree to deliver the full 
potential of the distinctive philosophies and meth- 
ods in the context of busy general practice, marked 
by a true synthesis of all useful methods and mo- 
dalities. 

The preventive and health-maintenance values 
in osteopathic medicine must, through both basic 
and clinical research, be elevated from their present 
level of individual doctor-patient understanding 
and appreciation, to documented, controlled, pub- 
lishable, and more definitely teachable form. The 
role of osteopathic medicine in delaying, prevent- 
ing, aborting, and palliating the degenerative dis- 
eases must likewise be removed from the levels of 
informal practical knowledge or high philosophic 
considerations in which they now dwell down to 
the documented, general, and more teachable levels 
which they support. In both these areas it is ex- 
pected that greater and greater attention will be 
turned toward the pediatric values of osteopathic 
medicine, the extreme importance of early evalua- 
tion of the individual, and the early establishment 
of a program of management and care designed to 
keep the individual well. 

It is not my intent here today to make a laborious 
detailed inventory of all the educational and organi- 
zational “musts” which make up the filling of the 
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gap between intent and accomplishment as we now 
see it. Those are part of the development programs 
of your colleges and the American Osteopathic 
Association. The inventory will never end because 
the understanding of need and opportunity will 
grow and improve, giving birth to new things to 
be done. 

However, there is another specific thing which 
must be done if we are truly to enter the “osteo- 
pathic era,” if this profession has truly reached the 
maturity required for the proper keeping of the 
trust. This can best be expressed by quoting from 
a statement of position of the Kirksville Faculty, 
made in 1958 and supported by the Board of Trus- 
tees and the Kirksville Osteopathic Alumni Associ- 
ation. I quote: “Special attention should be given 
to the development of programs by which all 
ethical physicians may acquire an understanding 
of the osteopathic approach to health and disease, 
the methods which emerge therefrom, and the skills 
required for their application.” 

This is indeed a challenge to maturity, both 
organized and individual, this challenge to share in 
an organized way; but without the determination to 
do this and to do it well the trust will not be kept. 

The organized decision called for by my col- 
leagues, Dr. R. MacFarlane Tilley? and Dr. I. M. 
Korr,! in 1958 and 1959 respectively, had to be 
made by the American Osteopathic Association as 
prelude to “the osteopathic era.” As already noted, 
the fact that the House of Delegates last year 
adopted by a wide majority a resolution which em- 
braced an important and proper organized decision 
about professional purpose, intent, and direction 
makes this paper possible and pertinent and sup- 
ports great optimism for the future. 

However, that general decision must be effec- 
tively elaborated into its specific applications. There 
must be organized and effective decision to put 
first things first in professional development. This 
means that your colleges can no longer be given 
a poor second place in the deployment of your 
resources. The very centers in which the profession 
is being created are still being starved for funds 
while the hospitals which feed on the product of 
the colleges grow apace with financial support far 
in excess of the total support accorded college 
development. 

If the gains in research and teaching called for 
above are to be accomplished, faculties must be 
doubled in size and doubled in total capacity. The 
whole profession must become a recruiting force 
for college faculties and must give and get the 
support necessary to pay for this multiple improve- 
ment. This will mean that present college budgets 
will be quickly doubled. 

Here, again, I see hopeful signs. The very volume 
of organized attention which you are paying to 
these problems, as compared with only a few years 
ago, speaks well for hope that you will reach effec- 
tive and substantive organized decisions to make 
meaningful the general organized decision reached 
a year ago—that you will decide for what you will 
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remain independent and that you will tool your 
organizations effectively to the accomplishment of 
that purpose—to the true establishment of “the 
osteopathic era.” 

But I would like to conclude now with a long 
look at another kind of decision: personal, indi- 
vidual decision. Organized decisions are necessary 
to give meaning, direction, and purpose to the 
activities of groups of men. I have searched my own 
understanding and the history of man, however, for 
a single example of an organized decision which in 
the end did not require individual decisions for 
ultimate activation. I can find none. The Congress 
declares war. The Chiefs of Staff plan the strategy. 
Commanders give orders, but individual fighting 
men must decide to fight before the battle is 
closed, before a victory can be won. The proper 
organized decision of the American Osteopathic 
Association will be of little force and value unless 
individual osteopathic physicians decide to support 
it to the full limits of their abilities and under- 
standings. The burden falls, also, on every teacher 
and every administrator in an osteopathic institu- 
tion to decide to do his level best to see that his 
college or his hospital keeps the public trust and 
fulfills the contract. It falls on every student now in 
osteopathic colleges to decide to gain from his 
faculty the maximum instruction in the osteopathic 
philosophies and special methods, and to resolve 
to use them to the maximum of his ability and 
understanding when in practice. Each intern in an 
osteopathic hospital should decide to expect of his 
staff his right for further instruction in all the things 
for which the term “osteopathic” stands. 

I repeat for emphasis that in the public view:the 
decision has already been made when the institu- 
tion holds itself forth as “osteopathic,” and when the 
individual seeks and accepts the degree “Doctor of 
Osteopathy.” Any gap between the “decision” and 
the “doing” is in the public view a default in con- 
tract, a failure of the public trust. 

For, much as there remains yet to be learned 
through research, great as the need is for improve- 
ment in the whole educational process, still the 
opportunities implicit in the present osteopathic 
curricula, by the very example of thousands of 
D.O.’s now in practice, can be judged to prepare the 
earnest and able individual with an armamentarium 
and a philosophy for a superior practice aimed 
directly at man’s major health problems and needs. 
Society has a proper concern that each and every 
D.O. approach as nearly the maximal expression of 
that potential as his own capacities and energies 
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permit; for society has a great need. Society has 
contributed much to the preparation of the osteo- 
pathic physician and is prepared to contribute more, 

For one to prepare to be a butcher and become a 
baker stirs no particular public concern, since the 
preparation for one is about equal to that of another 
and the social need is about the same. To be trained 
as a stenographer and to become a file clerk may 
nettle the man who wants a stenographer but please 
the man who wants a file clerk. The public weal is 
not much involved. But to award a National Defense 
Fellowship in physics to a talented and carefully 
selected youngster and have the graduate spend his 
life making firecrackers—that is an outrage to 
society. 

Society needs osteopathic physicians. It wants 
osteopathic service. Any individual who fails to 
deliver that service to the maximum of his under- 
standing and ability, or who fails to do all in his 
power to see that others may do so, fails society, 
is false to a trust, defaults on a contract. 

But in the manhood which the profession has 
reached in this, its sixty-fifth organized year, I see 
great signs of responsibility. It has faced squarely 
the forces of division within, has handled that prob- 
lem as it must be handled, and finds itself still 
strong. It has made its organized decisions and is 
about the business of making those decisions effec- 
tive. These decisions in themselves have helped 
give hope to those who were unduly anxious about 
the future of their own profession—the “me and 
thee” category described earlier. They have given 
the “too busy” element new cause for pride and new 
reason to re-examine and rearrange their own 
practices. The decisions have produced new respect 
for the profession in allied fields and among the 
general public, have helped to produce some actual 
support, and have set the climate for more and 
more. 

There is now every hopeful reason to believe that 
the vast majority of the osteopathic profession will 
support the organized decisions with the personal 
and individual decisions necessary to make them 
effective at their only important level—the level of 
the health care of the individual patient. There is 
every reason to believe that this is, indeed, the 
beginning of “the osteopathic era” and that the 
public trust will be well kept. The contract will be 
fulfilled. 
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Vaginal hysterectomy: 
Analysis of 78 cases and 


description of surgical technic 


ARTHUR P. SHNEIDMAN, A.B., D.O.,* Los 
Angeles, California 


Controversy exists in many phases of modern sur- 
gery regarding the indications and contraindica- 
tions of various operative technics. This is par- 
ticularly true in the case of vaginal extirpation of 
the uterus. 

Reporting on 100 vaginal hysterectomies per- 
formed in a small hospital, Wilcoxon! pointed out 
that if the benefits of this excellent operation are 
to be widespread, it must not be confined to medical 
institutions in large cities, but must be done in the 
smaller communities and small hospitals through- 
out the country. 

Wilcoxon’s series indicated that vaginal hyster- 
ectomy can be easily and successfully performed 
in smaller hospitals with locally available assist- 
ance. The present study was undertaken to obtain 
information regarding the status of this procedure 
in three hospitals located in Los Angeles; it con- 
sists of a series of 78 consecutive vaginal hyster- 
ectomies performed by twelve different operators 
in (1) a 70-bed private hospital, (2) in the Los 
Angeles County Osteopathic hospital during the 10 
years from 1949 to 1959, and (3) in a 100-bed hos- 
pital from 1954 to 1959. The data contained in this 
report consequently reflect considerable variance 
in the technical skill of the individual operators, 
in the operative technics employed, in operating 
room facilities, in the experience of the surgical 
assistants, in preoperative work-up of each case, 
and in postoperative care. Interestingly enough, 
despite lack of statistical uniformity and absence 
of standardization, a relative comparison of the in- 
dications for surgery, type of operation performed, 
morbidity, postoperative complications, and con- 
valescence, reveals a definite similarity in all three 
institutions. 

*Associate Clinical Professor of Surgery, College of Osteopathic Phy- 
sicians and Surgeons. 
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Of the total number of all types of hysterectomies 
performed in the three hospitals, vaginal extirpa- 
tion of the uterus represented only a very small 
percentage. For the most part, the choice of vaginal 
hysterectomy was dictated by the diagnosis of 
uterine procidentia with rectocele or cystocele. 
Relatively few hysterectomies were performed 
vaginally for other disorders such as uterine fi- 
broids, menometrorrhagia, fundal carcinoma, or 
adenomyosis. 

The age distribution of the patients represented 
a wide range, the youngest being 30 years of age 
and the oldest, 86. The majority fell into the 45 to 
55 and 60 to 70 year brackets (Table I). Age was 
not in itself an important factor in determining the 
route of hysterectomy. 


TABLE I—AGE DISTRIBUTION . 


Age No. patients 
30-35 
35-40 3 
40-45 6 
45-50 11 
50-55 15 
55-60 5 
65-70 16 
70-75 1 
75-80 2 
80-86 1 

Total 78 


Reservation of the vaginal hysterectomy to the 
relatively small number of elderly women com- 
plaining of procidentia, with or without associated 
disorders, resulted in curtailment of the total num- 
ber of patients subjected to this operation. This 
would seem to reflect a lack of consideration of 
this procedure as the method of choice in many 
patients in whom this type of hysterectomy might 
have been ideal, or a reluctance on the part of 
many operators to employ this technic. Whatever 
the case may be, because of the many advantages 
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to the patient as well as the surgeon, it would 7. Excessively obese patients in whom uterine 


seem desirable to broaden our concepts of the disease indicates hysterectomy. 


scope of this operation and extend its indications. 


Obviously, there are some difficulties to be 
overcome which do not present themselves in the 
course of the average abdominal hysterectomy. For 


example, adequately trained surgical assistants are 
not always readily available. Instruments should 
be of the proper type to effect a smooth effortless 
operation. These are not always at hand. However, 
assistants can be trained and instruments obtained. 
The small efforts required to eliminate such ob- 
stacles will be well rewarded, for properly per- 
formed vaginal hysterectomy has probably the 
smoothest, most uneventful postoperative and con- 
valescent period of any major surgical procedure. 


Indications for vaginal hysterectomy 


In this series, the most frequent preoperative 
diagnosis and indication for eperation was prolapse 
of the uterus with concomitant cystocele and rec- 
tocele (Table II). In the majority of these cases, the 
cervix was prolapsed to the point of presenting at 
or through the introitus. Usually a large cystocele 
was present, accompanied by a relaxed perineum 
or rectocele. Only 9 patients with preoperatively 
diagnosed uterine fibromyomata were operated 
vaginally. This is an incredibly small number. 


TABLE II—INDICATIONS FOR WHICH VAGINAL 
HYSTERECTOMIES WERE PERFORMED 


No. cases 


Uterine prolapse associated with cystocele 
and rectocele 

Uterine prolapse with cystocele 

Uterine prolapse with rectocele 

Uterine prolapse with menometrorrhagia 

Uterine prolapse with fibroids 

Adenocarcinoma of fundus 

Adenomyosis 

Menometrorrhagia (uncontrolled ) 

Fibroids 


| 


Total 


~1 
oo 


Vaginal hysterectomy plus anterior and posterior 
colporrhaphy constituted the most commonly per- 
formed operation. Vaginal hysterectomy alone was 
done in only 6 cases (Table III). In one instance 
ovarian cysts were excised. In 7 cases a bilateral 
salpingo-oophorectomy was done. Unilateral sal- 
pingo-oophorectomy was performed in 3 cases. One 
subtotal vaginal hysterectomy was included in this 
list. 

The following may be considered valid indica- 
tions for vaginal hysterectomy: 

1. Uterine procidentia or prolapse with or with- 
out cystocele or rectocele 

2. Uterine fibroids 

3. Prolonged menometrorrhagia 

4. Postmenopausal bleeding 

5. Extensive cervical lesions 

6. Intractable dysmenorrhea 
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TABLE III—OPERATIVE PROCEDURES 


No. cases 

Vaginal hysterectomy only 6 
Vaginal hysterectomy plus cystocele repair 4 
Vaginal hysterectomy plus rectocele repair 5 
Vaginal hysterectomy plus anterior and posterior 

colporrhaphy 51 
Vaginal hysterectomy with bilateral salpingo- 

oophorectomy 2 
Vaginal hysterectomy with unilateral salpingo- 

oophorectomy and rectocele repair 3 


Vaginal hysterectomy with bilateral salpingo- 
oophorectomy plus anterior and posterior 


colporrhaphy 5 
Vaginal hysterectomy with excision of ovarian 
cysts and rectocele repair 1 
Subtotal vaginal hysterectomy with anterior and 
posterior colporrhaphy 1 
Total 78 


Uterine prolapse e In many modern clinics, com- 
plete uterine prolapse is still the only indication 
for vaginal hysterectomy, and abdominal hyster- 
ectomy is done routinely unless the cervix presents 
from the vagina. An analysis of the figures of this 
report indicates a similarity of opinion in the three 
hospitals studied. It is my feeling that many pa- 
tients subjected to abdominal hysterectomy would 
benefit from a vaginal approach to the same dis- 
order. Reappraisal of the practicability of the fore- 
going indications plus increased resident training 
in the technic of this operation would increase the 
applicability of vaginal hysterectomy as the treat- 
ment of choice. 

Allen,?:3 who has reported the largest number of 
vaginal hysterectomies (5,078), from the Presby- 
terian Hospital in Chicago, states that in his ex- 
perience vaginal removal of the prolapsed uterus 
is actually fraught with greater morbidity and sur- 
gical risk than the same operation performed when 
the anatomy is more normal, as in the multipara. 
The increased surgical risks in procidentia result 
from the displacement of vital structures such as 
the bladder, rectum, ureters, and urethra, and also 
because of added varicosities. Nevertheless, uterine 
prolapse constitutes the chief current indication for 
this operation. 

Formerly, abdominal hysterectomy combined 
with vaginal plastic operations, colpocystorrhaphy, 
and colpoperineorrhaphy were quite acceptable. 
Today, the trend has changed and this can no 
longer be considered ideal for the patient. Vaginal 
extirpation of the uterus followed by anterior and 
posterior colporrhaphy for the correction of cys- 
tocele and rectocele results in increased safety, de- 
creased morbidity, decreased postoperative pain 
and discomfort, absence of postoperative ileus, and 
a hidden, invisible scar. 


Uterine fibroids e Uterine fibromyomata with or 
without procidentia is certainly an indication, es- 
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pecially if the uterus is freely movable and the total 
size is not greater than a 6-week gestation. In some 
cases, morcellation will be required, but if the 
patient is obese this is still a desirable procedure. 


Menometrorrhagia e Uncontrollable menometror- 
thagia in a woman of childbearing age becomes 
an indication for vaginal hysterectomy when the 
patient has had repeated diagnostic-therapeutic 
curettages, adequate hormonal therapy, and com- 
plete physical examination, all of which have 
failed to alter or reveal the cause of the so-called 
functional uterine bleeding. Postmenopausal bleed- 
ing also fails into the same category for obvious 
reasons. Endometrial and cervical malignancy must, 
of course, be sought for and eliminated prior to 
operation. Menorrhagia due to small fibroids or 
endometrial polyps is a common indication for this 
operation. 


Cervical lesions e Severely lacerated cervices of 
long-standing chronicity, extensive cystic degenera- 
tion of the cervix, chronic unimproved erosions, 
cervicitis, keratoses, and lesions incidental to dis- 
turbed circulation and malposition of the cervix 
are all cases in which vaginal removal of the uterus 
will effect a cure. 


Dysmenorrhea and obesity e In the older patient, 
when severe dysmenorrhea has been adequately 
but unsuccessfully treated by conseryative meas- 
ures, vaginal hysterectomy offers complete relief 
with minimal risk. 

In an extremely obese patient, the vaginal route 
can be far more desirable for the surgeon as well 
as the patient. 


Contraindications to vaginal hysterectomy 


Contraindications to vaginal hysterectomy may 

be listed as follows: 

. Endometrial carcinoma 

. Cervical malignancy 

Adnexal masses or tumors 

. Advanced endometriosis with adhesions 
Previous pelvic operations 

. Uterine fibroids larger than 6-week pregnancy 
. Vaginal infections 

. Small contracted nulliparous introitus and a 
fixed, immobile uterus. 

When a malignant lesion is found in the fundus 
of the uterus, as a general rule abdominal hyster- 
ectomy is preferable to vaginal hysterectomy. How- 
ever, in certain aged and poor-risk patients with 
fundal carcinoma, vaginal hysterectomy offers less 
surgical shock, less risk, and practically the same 
rate of cure. Cervical malignancy is, of course, 
never treated by simple hysterectomy of any type. 

Adnexal disease can usually be competently 
cared for during the course of vaginal hysterectomy 
since the tubes and ovaries are usually easily in- 


COND OP 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


spected when the uterus is removed. However, 
even though large ovarian cysts can be easily 
aspirated and extirpated through the colpotomy 
wound and endometriosis or chronic salpingo- 
oophoritis eliminated, the better part of wisdom 
would dictate the abdominal approach to an ad- 
nexal mass of any considerable size, because of 
associated pathologic tissue and adhesions. Pre- 
vious pelvic operations, in which the uterus may 
have been ventrally fixed by any method, will 
interfere with the easy performance of this pro- 
cedure. 

The morcellation of a huge fibroid required in 
its vaginal removal tends to increase the surgical 
risk, blood loss, operating time, and morbidity. 
Although it displays the surgical dexterity and 
courage of the operator it is a disadvantage to the 
patient. 

Before undertaking any vaginal surgical pro- 
cedure and especially one in which the peritoneum 
is opened, any infectious state of the vaginal vault 
should first be brought under control. 


Preoperative hemoglobin and hemorrhage 


The majority of the patients in this series were 
in the postmenopausal age group and, since uterine 
bleeding was negligible as an indication for hyster- 
ectomy, it is not surprising that most of these pa- 
tients were not grossly anemic. A large proportion 
have 12.0 grams per 100 cc. or more of hemoglobin. 
Nevertheless, 31 received one 500 cc. transfusion 
of whole blood in surgery or on the day before 
(Table IV). Thirteen patients who had been trans- 
fused during operation received a second transfu- 
sion postoperatively. 


TABLE IV—PREOPERATIVE HEMOGLOBIN 
AND HEMORRHAGE 


Preoperative Preoperative Postoperative 

hemoglobin transfusion transfusion 

(grams/100 cc.) No. cases (No.cases) (No. cases) 
14 5 0 0 
13—13.9 18 1 0 
12—12.9 29 12 4 
11—11.9 21 13 8 
10—10.9 3 3 1 
9 or less 2 2 0 

Totals 78 31( 40%) 13( 16.5%) 


Although there was no uniform determination 
of actual blood loss, the surgical reports and prog- 
ress notes indicated minimal bleeding during sur- 
gery in all but two cases. Smith and Pratt* weighed 
sponges postoperatively and reported their average 
blood loss as 111.3 cc. for a vaginal hysterectomy 
alone and 303.4 cc. when hysterectomy was com- 
bined with vaginal repairs. Disregarding one pa- 
tient who lost 932 cc. (when ligature on a uterine 
artery slipped loose), their average loss was cor- 
rected to 87.8 cc. This, as is well known, is con- 
siderably less than the average amount of blood 
lost in abdominal hysterectomy. 
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Morbidity and complications 


There were no postoperative deaths in this entire 
group. Morbidity was determined on the basis of 
temperature elevation of 100.4 F or more, on any 
2 postoperative days. There were only 8 cases 
(10.2%) that fell into this category. This is an im- 
portant factor, pointing to another advantage of 
vaginal versus abdominal hysterectomy. 

Urinary difficulties form the most common of all 
complications after vaginal hysterectomy and may 
be present even when there has been no cystocele 
repair. This is usually occasioned by incidental 
trauma to the bladder. A secondary cystitis occurs, 
resulting in the patient’s inability to void spon- 
taneously. In 11 patients it was found necessary to 
leave an indwelling catheter in place for over 4 
days (Table V). 


TABLE V—COMPLICATIONS 


No. cases 
Urticarial reaction to blood 
transfusion 1 
Postoperative hemorrhage 2 
Ureterovaginal fistula 1 
Bladder dysfunction requiring indwelling 
catheter more than 4 days 1l 


Of other complications, there was one urticarial 
reaction to blood transfusion which responded to 
treatment. There were 2 patients with postoperative 
hemorrhage. These were treated with vaginal tam- 
ponade and, when they failed to respond, were 


taken back to surgery where hemostasis was se- 
cured by ligature of the bleeding vessel. One pa- 
tient developed a right ureterovaginal fistula. This 
was successfully treated with a Boari type of 
ureter-bladder implantation. 

There were no upper respiratory, circulatory, 
vascular, cardiac, or other systemic complications, 
The incidence of postoperative distention was nil. 
There was no case of ileus. No infectious or septic 
states occurred. No peritonitis or intestinal obstruc- 
tion was encountered. 


Pathology 


The pathologic reports obtained in this study 
(Table VI) revealed a predominence of chronic 


TABLE VI—PATHOLOGIC REPORTS 


No. cases 
Acute cervicitis 1 
Chronic cervicitis 56 
Uterine fibromata 24 
Atrophic endometrium 17 
Adenomyosis 16 
Chronic endometritis 1l 
Endometrial hyperplasia 9 
Endometrial fibrosis 8 
Fibrous atrophy 
Endometrial polyps 6 
Chronic keratosis 6 
Endometrial carcinoma g 
Chronic salpingitis 2 
Partial placenta accreta 1 
Squamous metaplasia 1 
Cystic ovary 1 
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cervicitis; 57 cases displayed this pathologic 
change, and one showed acute cervicitis. Diagnosed 
and undiagnosed uterine fibromyomata were pres- 
ent in 24 patients. Endometriosis and adenomyosis 
were found unexpectedly in 11 instances. Adenocar- 
cinoma of the fundus was reported in 2 cases. 


Technic 


No originality is claimed for the following tech- 
nic. It was evolved by the writer as a composite 
of the methods of vaginal hysterectomy as devel- 
oped and refined by the late Doctor E. Sproat 
Heaney, at Presbyterian and Cook County Hos- 
pitals in Chicago, combined with the technic used 
in the clinics of Vienna, Austria.5-7 I prefer the 
more slender, graceful hysterectomy clamps and 
needle holders designed by Heaney. However, cer- 
tain Viennese instruments, such as vaginal and 
bladder retractors and the weighted speculum, 
have been found to be superior to anything else 
available. 

Formerly, to ‘mprove -hemostasis, Pitocin was 
injected into the basal portions of the broad liga- 
ments and administered by intravenous drip dur- 
ing operation. In the past 2 years this has been 

_replaced by the use of Adrenosem, with a notice- 
able decrease in the amount of blood loss during 
surgery. Vaginal preparation is carried out in the 
usual manner. 

1. If the labia are large they are temporarily 
stitched out of the field. © 

2. The cervix is grasped with Lahey forceps, 
and the uterus is pulled into the introitus and out 
as far as possible, thus changing the relationships 
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Fig. 2 


of the bladder and rectum to the fundus, as demon- 
strated in Figures 1 and 2. 

3. A transverse incision is made through the 
vaginal mucosa below the insertion of the bladder 
(Fig. 3). This is carried completely around the 
cervix. 

4. The anterior vaginal mucosa, together with 
the bladder, is dissected up off the cervix with the 


Fig. 3 
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Fig. 4 


scissors or the handle of the scalpel (Fig. 4). When 
the proper plane of cleavage is found the bladder 
is pushed upward by the gauze-covered finger 
(Fig. 5). The thickened fascia on the sides of the 
uterus, the so-called bladder pillars, must be cut 
and pushed up to avoid injury to the ureters 
(Fig. 6). 

5. Posterior colpotomy is now performed (Fig. 
7), and the finger is inserted into the cul-de-sac to 
explore for adhesions and estimate the size of the 
fundus (Fig. 8). A narrow Heaney retractor is in- 
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serted into the peritoneal cavity and allowed to 
hang freely. This exposes the uterosacral ligaments 
and inferior edge of cardinal ligaments. 

6. The cervix is pulled to the right, and the 
uterosacral ligament is clamped on the left side, 
being guided by the finger of the opposite hand 
(Fig. 9). The tissue is cut medial to the clamp and 
ligated with a figure-of-eight suture of number 1 
chromic catgut, which is left long and a straight 
clamp attached for identification. 

7. The lower edge of the left cardinal ligament 
(Mackenrodt) plus the visible uterine artery is next 
clamped, cut, and tied in a similar manner. A 
second ligature is then placed around the uterine 
artery as a precautionary measure. This suture is 
marked with a curved Kelly clamp (Fig. 10). 

8. The cervix is pulled to the left by the assist- 
ant, and the process is repeated on the opposite side. 

9. At this point it is usually possible to visualize 
the uterovesical plica, which is usually more white. 
glistening, and movable. This is picked up with 


Fig. 6 


two thumb forceps and an incision made into the 
anterior peritoneum (Fig. 11). The incision is 
widened bilaterally, bringing the anterior and pos- 
terior leaves of the broad ligaments together. 

10. An anterior vaginal wall retractor is inserted 
into the peritoneal cavity and the assistant holds 
the bladder up out of the field. The uterus is now 
supported only by the upper portions of the broad 
ligament, round ligaments, and adnexae. The 
fundus is grasped by a tenaculum and rotated 
either anteriorly or posteriorly (whichever is 
easier), delivering it out of the peritoneal cavity 
and exposing those ligaments (Fig. 12). 

11. On the left, the remaining portion of the 
broad ligament, round ligament, and the utero- 
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ovarian ligament are clamped, cut, and ligated in 
two separate bites (Fig. 13). The suture is left long 
and tabbed with a Carmalt clamp. The procedure 
is repeated on the opposite side, and the uterus is 
completely removed. 

12. By the use of gentle traction on the sutures 
attached to the adnexal stumps and with Babcock 
forceps, the tubes and ovaries are brought into 
view and inspected. Any existing pathologic tissue 
can be removed at this point by ligating the in- 
fundibulopelvic ligaments first and then excising 
the adnexa in the usual manner. 

13. The peritoneum is not closed separately but 
together with the vaginal mucosa. This is usually 
accomplished with five sutures. A half-pursestring 
suture is inserted to close the left angle of the 
vaginal mucosa. This begins at the extreme left 
canthus of the incision and goes through anterior 
vaginal mucosa, anterior peritoneum, adnexal 
stump, round ligament, cardinal ligament, utero- 


sacral ligament, posterior peritoneum, and posterior 
vaginal mucosa. A similar suture is inserted into 
the right canthus of the incision. A midline suture 
going through anterior vaginal mucosa is now 
placed. Finally, one or two sutures are placed be- 
tween the midline and corner to complete the 
closure of peritoneum and vagina. None of these 
sutures are tied until all have been inserted. When 
completed, the severed ends of the andexal stumps 
and all ligaments become extraperitoneal and serve 
to support the vaginal vault (Fig. 14). Postoperative 
vaginal vault prolapse is very rare following use 
of this technic. When all of the sutures are tied, 
the peritoneum and vaginal cuff are simultaneously 
closed (Fig. 15). 

14. A small rubber drain may be inserted into 
the peritoneum between the midline and lateral 
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Fig. 8 


sutures before they are tied. This is allowed to 
remain 48 hours. Frequently, when drainage has 
been entirely omitted, there have been no un- 
toward sequelae. A vaseline gauze vaginal pack is 
inserted into the vagina for 24 hours. An indwell- 
ing Foley catheter is placed in the bladder for 24 
to 48 hours. 

If a cystocele or rectocele is present this is now 


Fig. 9 
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repaired. The indwelling catheter is maintained for 
4 days following an anterior colporrhaphy. 


Discussion 


Once a patient becomes a candidate for hyster- 
ectomy, decision as to which definitive procedure 
should be performed may be influenced by the 
nature of the indication for operation. Certain ad- 
vantages to be gained from the vaginal approach 
are: 

It is practically an extraperitoneal operation. 
There is therefore less trauma to the peritoneum 


Fig. 11 


184 


and intestinal viscera. This results in less postoper- 
ative pain, less chance of peritonitis or infection 
during operation, and rarely, if ever, is there any 
ileus or postoperative gas distention. 

Thrombophlebitis and embolic phenomena are 
unusual. 

Pulmonary complications, atelectasis, and pneu- 
monia are infrequent because there is no abdominal 
incision to splint the abdomen and interfere with 
diaphragmatic excursions. Blood loss during sur- 
gery, total operating time, and trauma are reduced, 
resulting in less postoperative shock. Because there 
is no abdominal incision, healing is more rapid; 
there is no wound pain, no possibility of ventral 
incisional hernia, and no keloid formation. The scar 
is invisible. 

Morbidity and mortality statistics are lower fol- 
lowing vaginal extirpations than after abdominal 
hysterectomies. This makes the vaginal approach 


Fig. 12 


safer for certain poor-risk patients who might not 
tolerate abdominal surgery well. Obesity, age, and 
cardiovascular disease rarely contraindicate vaginal 
hysterectomy. Hospitalization is reduced as a con- 
sequence of the foregoing advantages. 

The routine preoperative use of Adrenosem has 
resulted in a favorable response on hemostasis with 
a decrease in total blood loss during the operation. 

When it becomes necessary to remove the uterus, 
total hysterectomy is the treatment of choice. De- 
cision must be made as to the surgical route. There 
should be no competition between the vaginal and 
abdominal approach since each has specific indica- 
tions and contraindications. If the surgeon is adept 
in the performance of both technics, his decision 
can and should be based on evaluation of the con- 
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Fig. 13 


ditions found in each individual case. The nu- 
merous advantages offered by the vaginal opera- 
tion will then become more appealing and should 
result in a larger percentage of vaginal hyster- 
ectomies performed. 


Summary 


Several interesting observations can be made 
from analysis of the data in this study. The paucity 
of vaginal hysterectomies performed in three hos- 
pitals would tend to indicate that preference lies 
with the abdominal approach; this is obvious from 
the far greater percentage of abdominal hyster- 
ectomies found in each of these hospitals. Principal 
indications for vaginal hysterectomy in this series 


Fig. 14 


were uterine prolapse or procidentia, associated in 
most instances with cystocele, rectocele, or both. 
Relatively fewer patients were subjected to vaginal 
hysterectomy because of other diagnoses than 
might otherwise be expected from the great varia- 
tion of pathologic conditions reported. Contrain- 
dications have been considered. 

- There were only 8 patients (10.2 per cent) who 
had postoperative morbidity. There were no mor- 
talities. Complications were minimal and rare. The 
only serious complication was a ureterovaginal 
fistula which was eventually cured by ‘subse- 
quent operation. 5016 Whittier Blud. 
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Iatrogenic disease 


in pediatrics* 


WILLIAM S. SPAETH, D.O., Professor and Chair- 
man, Department of Pediatrics, Philadelphia Col- 
lege of Osteopathy, Philadelphia, Pennsylvania 


The word “iatrogenic” is derived from the Greek 
words iatros, physician, and genesthai, to be pro- 
duced.! The physician, in his continuing search for 
knowledge concerning the diagnosis and treatment 
of disease, has certainly inadvertently created new 
pathologic processes. The doctor has tremendous 
responsibilities, which are not always limited to 
seeing that he does everything possible for the 
patient. Hippocrates told us, in effect, that the 
physician should have two aims: first, to do good, 
and second, to do no harm. It is important to 
understand the possibilities for harm inherent in 
our efforts to do good. 

The classification of iatrogenic diseases which 
I have chosen is as follows: 
Anaphylactic reactions 
Reactions to diagnostic procedures 
Kernicterus 
Transmission of disease by blood transfusion 
and testing 
Poisoning 
Retrolental fibroplasia 
Hypertonic dehydration and hypernatremia 
Radiation hazards 
Reaction to steroids and antibiotics 
Psychologic damage. 


Anaphylaxis and reaction to 
diagnostic agents 


Anaphylactic reaction is one of the earliest iatro- 
genic processes noted in modern times. In an at- 
tempt to immunize against disease, the patient is 
inoculated with horse serum containing antibodies 
*The James M. Watson Memorial Lecture, presented at the annual 


meeting of the American College of Osteopathic Pediatricians, San 
Antonio, Texas, February 24, 1960. 


for a given disease. This antitoxic horse serum 
circulates through the human blood stream; and 
after a sensitizing period of 8 to 10 days, the 
circulating foreign serum reacts with the sensitizing 
antibodies lodged in the skin.? The iatrogenic dis- 
order, anaphylactic reaction, is first manifested by 
urticaria, fever, and joint pain. If the antitoxic 
horse serum is given a second time, anaphylactic 
manifestations may be more severe: generalized 
urticaria, angioedema, rhinitis, tightness of the 
chest, and asthmatic wheezing. Depending on the 
sensitivity of the patient and the size of the over- 
dose of antigen, more violent symptoms may occur,? 
such as acute emphysema with pulmonary edema, 
or irreversible vascular collapse, with shock and 
death occurring quickly.* 

Foreign proteins are not the only substances 
capable of producing allergic reactions. Sensitiza- 
tion has been produced by the polysaccharides and 
various chemical substances. It has been noted that 
allergic reactions from substances administered 
both parenterally and orally have markedly in- 
creased in recent years. Zussman‘ has stated that 
in his opinion penicillin is now the foremost cause 
of anaphylactic emergencies, having replaced for- 
eign animal serum as the commonest cause of such 
accidents. Reactions to penicillin vary from mild 
erythematous rash with itching and redness at the 
site of injection, to severe pain in the chest with 
dyspnea and asthmatic wheezing, to death by suf- 
focation from laryngeal edema.5 

Many other substances besides penicillin have 
caused mild to severe anaphylactic shock. Included 
are toxoids, tetanus antitoxin, biologicals, vaccines, 
insulin, and extracts of liver and pituitary.* 

Various dyes given for x-ray contrast studies and 
iodized oil introduced into the bronchi for bron- 
choscopy have also produced anaphylactic emer- 
gencies.*.6 

Various drugs, such as gold salts, mercury, iodine, 
morphine, Benadryl, and the arsenicals and bar- 
biturates, have caused anaphylactic reactions. As- 


pirin, in the aspirin-sensitive asthmatic patient, has 
produced violent systemic effects. There are nu- 
merous other drugs causing allergic reactions; the 
subject is too vast to discuss in detail here. 


Kernicterus 


Most pediatricians now recognize the fact that 
Gantrisin and Sulfadiazine may facilitate the devel- 
opment of kernicterus in premature infants with 
high levels of serum bilirubin.+7 The more pre- 
mature the infant, the more immature the liver 
function. The immature liver is slow in detoxifying 
serum bilirubin, thus permitting it to accumulate 
to high levels in the blood. Serum bilirubin is 
further increased by the hepatotoxic effects of the 
drugs on already immature liver function. 

Vitamin K, given in doses of 10 mg. to the 
premature infant with high bilirubin levels, has 
produced kernicterus.’ Synthetic vitamin K_ has 
recently been found to be a potent hemolytic agent 
and, in large doses, is capable of destroying erythro- 
cytes, thus increasing the bilirubin levels of the 
blood.? 


Transmission of disease 
by blood transfusion and testing 


Transmission of infectious hepatitis by blood 
testing is not infrequent. It is most important to 
recognize that the virus of serum hepatitis is heat- 
resistant.6 This means that the virus-contaminated 
needle, syringe, or lancet used for obtaining blood 
for various tests can be the transmitting agent for 
this disease. This danger can be avoided by cor- 
rectly autoclaving needles and syringes and by 
using disposable jancets.® 

The incidence of hepatitis following blood trans- 
fusion is 3 to 5 per cent. Transmission of hepatitis 
by blood serum will occur even after ultraviolet 
irradiation. Pooled plasma used to obtain composite 
sera has increased the danger of hepatitis, as one 
contaminated unit will render all units infectious. 

In the past, malaria and syphilis have contributed 
to the diseases transmitted by transfusion. The 
movement of our armed forces in malaria-infested 
areas has again increased this danger. On the other 
hand, refrigeration of blood in the blood banks has 
reduced the danger of transmitting syphilis by 
transfusion. 

Transfusion reactions are well known; it takes 
only a slight error in Rh typing or crossmatching 
of blood for transfusions to result in a severe reac- 
tion and death. 

As Dr. Otterbein Dressler once stated, “Blood 
can be a dirty mess.” Blood and blood extracts 
should be used only when absolutely necessary. 


Poisoning 


The folly of sugar coating or fruit flavoring for 
pills and liquid and syrup medications has con- 
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tributed to the numerous fatal poisoning accidents 
of children. Ferrous sulfate poisoning is largely 
accidental, but is occasionally caused by an over- 
dose; 50 grains may be fatal. 

Boric acid has caused many fatal poisonings in 
the past. In solution, it was once recommended by 
the physician to bathe infants’ eyes and mothers’ 
nipples; in the powder form it was recommended 
to dust diaper rash and the umbilicus.’? Today it 
is forbidden in the nursery and its use condemned 
in any case where there are extensive open skin 
lesions. 

In certain geographic areas one type of acci- 
dental poisoning is more common than in others. 
In the South, kerosene poisoning is common; in 
the North, aspirin poisoning seems to be more 
prevalent. Accidental aspirin intoxication occurs 
primarily in the runabout youngster who eats 
candy-flavored pills or in cases where the mother 
has not been informed of the proper dosage, having 
had such a telephone order as, “Give him some 
aspirin.” Kerosene ingestion often occurs when soft 
drink bottles are carelessly used for storage, or 
there is a leaking stove with a cup beneath it to 
catch the drip. A thirsty runabout child sees these 
containers, normally associated with edibles, and 
drinks the contents. 

Children are great imitators; when they see 
adults taking pills, they think they should do the 
same. Careless adults leave drugs within reach. 
Poisonings due to barbiturates, atropine, camphor, 
aniline dyes, and nicotine are not at all uncommon; 
in fact, the list of drugs recorded in this connection 
is too long for individual discussion.* The point 
is that the family physician or pediatrician has a 
great responsibility in the education of parents in 
the safe storage of poisonous or dangerous drugs, 
and of household cleaning chemicals and insecti- 
cides. 


Retrolental fibroplasia 


Special efforts to improve the care of premature 
infants have led to use of a variety of procedures. 
One is to inflate the lungs when there is atelectasis, 
and another is to supply a higher concentration of 
oxygen when there is anoxia. For this latter pro- 
cedure, the infant is placed in a plastic compart- 
ment and oxygen under 4 to 6 liters of pressure 
is piped into the unit without restriction. 

There is no question that oxygen is lifesaving, 
therapeutically speaking. However, its use seems 
to be associated with an increased incidence of 
retrolental fibroplasia. Dr. Harry Gordon, in 1950, 
tested his belief in this etiologic connection by 
curtailing the routine use of oxygen in the nursery; 
coincidental with this change, he found that retro- 
lental fibroplasia decreased. Subsequent clinical 
data from controlled studies have shown that oxy- 
gen concentrations above 40 per cent for 2 to 3 
days can produce injury to the premature retina.® 
The prevention of this condition is by rigid control 
of the use of oxygen in prematures and newborns, 
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with oxygen concentrations over 40 per cent to 
be used in special cases for short periods only. 


Hypertonic dehydration and 
hypernatremia 


In one study’ it was observed that 16 per cent 
of children admitted to the hospital with diarrhea 
and dehydration had serum sodium values above 
150 mEq. per liter. Colle, Ayoub, and Raile! found 
the incidence even higher; half the children ad- 
mitted to the hospital with gastroenteritis were 
suffering from the hypertonic type of dehydration. 

It was suggested that this hypernatremia was 
iatrogenic. The physician often fails to note that 
fluid loss from diarrhea, plus that excreted in urine, 
perspiration, and respiration, can and does exceed 
the loss of electrolytes. He should be aware that 
boiled skimmed milk contains a load of electrolytes 
and protein greater per calorie than that of whole 
milk.!2 Its unrestricted use in diarrhea will produce 
hypertonic dehydration. 

A more recent problem comes from home treat- 
ment of diarrhea with such electrocarbohydrate 
solutions as Lytren. Although the product is excel- 
lent when used as directed, two errors are common: 
Use of an improperly mixed or too concentrated 
solution, or unrestricted feeding of a properly mixed 
solution. The infant can and does excrete water 
in more ways than it can electrolytes.!? 

When fluid losses exceed the means of oral re- 
placement, it is imperative to resort to parenteral 
fluids.11 Physiologists have found that the infant’s 
kidney concentration ability is about half that of 
an adult’s,!3 and that in illness with dehydration 
the kidney is depressed, both in tubular and glomer- 
ular function. The infant with diarrhea therefore 
has increased loss of hypotonic fluids. Fever 
and acidosis cause hyperventilation and sweating, 
which increases insensible water loss through the 
lungs and skin. Failure of the physician to replace 
these fluid losses results in iatrogenic hypertonic 
dehydration. 

Another unobserved error is the use of water 
softeners, which will add as high as 19 mEq. per 
liter of sodium to water used to dilute protein and 
nonprotein formulas, thus increasing the solid load 
of the formula.? 

There is a high mortality rate associated with 
treatment of hypertonic dehydration. When replac- 
ing fluids parenterally, the rate of flow must be 
kept between 8 and 16 drops per minute. Rapid 
hydration with 5 per cent glucose, in a period of 
12 hours, has caused death.1! Tap water enemas 
should not be used in hypertonic dehydration. 


Radiation hazards 


The disastrous effects of heavy irradiation of the 
fetus have been cited by Robinow and Silverman."* 
Effects are almost entirely limited to central nerv- 
ous system damage. The most common defects 
are microcephaly and mental deficiency. 


The leukemogenic effects of radiation have been 
recorded'5 as being significantly elevated over a 
control group. This effect is particularly frequent 
in those having thymic radiation.* Rooney and 
Powell!® state that one third of all children devel- 
oping cancer of the thyroid have a previous history 
ot radiation to the head, neck, or thorax. 

The practice of using irradiation in treatment of 
benign childhood conditions has decreased and, in 
some places, stopped altogether. As a result we 
may feel confident that there will be a decreased 
occurrence of leukemia and thyroid cancer in 
children. 

Robinow and Silverman" state that “Even medi- 
cally indicated radiation is potentially harmful. 
While we are waiting to find out exactly how 
much radiation is how bad, let us do our share 
in reducing avoidable exposure to a minimum.” 


Steroids and antibiotics 


The hazards of steroids—ACTH, cortisone, and 
their analogues—in pediatric practice are well 
known. Iatrogenic diseases developing from their 
use are more frequent when high doses or pro- 
longed treatment are involved. Good, Vernier, and 
Smith!’ 18 give an incidence of 10 per cent severe 
untoward reactions to these medications. Included 
in this figure are cases where steroid therapy offered 
the only chance of survival or the means for pre- 
venting irreversible destruction of tissue and crip- 
pling. 

The history of the patient is of critical importance 
when steroids are to be used. Errors arise in sev- 
eral ways: 

1. A steroid given in an unrecognized bacterial 
infection has resulted in a lesser infection becoming 
disseminated. 17.18 

2. A patient with a history of having had steroid 
therapy in the past 6 months should be placed on 
steroids again before having any operation.!9 

3. The sudden withdrawing of steroids in the 
presence of acute infection may result in acute 
cortical dysfunction.17 18 

4. The carcinogenic effects of certain drugs are 
increased by steroids.!7-18 

5. Cortisone therapy is known to increase tissue 
reaction to endotoxins which may result in wide- 
spread hemorrhagic necrosis. The primary lesions 
affect the small vessels throughout the body.17-18 
These lesions are similar to those seen in the vas- 
cular lesions of lupus erythematosus, thrombotic 
thrombocytopenic purpura, and polyarteritis nodo- 
sa. Sharnoff and his associates?° observed the de- 
velopment of fulminating polyarteritis in a patient 
with scleroderma under treatment with cortisone. 

6. Steroid therapy has been known to lower 
body resistance to bacteria and virus infection. It 
is contraindicated in latent tuberculosis.17: 18 

In the use of steroids, one must weigh the results 
to be gained against the untoward effects which 
may occur. These drugs should not be used as a 
substitute for aspirin or antihistamines, or as an 
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adjunct to antibiotics. They are potent drugs of 
which there is not yet complete understanding. 
They should be reserved for diseases with the threat 
or irreversible damage to vital tissue and organs— 
the case with the “threat of death” or the “threat 
of prolonged or permanent incapacitation.”!7. 18 
The discovery of the sulfonamides and antibiotics 
has brought new iatrogenic diseases to the child. 
The bacterial flora of the intestinal tract is so 
altered that the normal synthesis of vitamins K and 
B complex is markedly curtailed.5 Bleeding from 
the mucous membrane of the bowel has occurred. 
Monilia infection of the bowel has increased.® 
Staphylococci are no longer kept in check by their 
natural enemy micro-organisms, and grow rampant, 
resulting in ulcerative colitis.5 Antibiotics and sul- 
fas certainly have no therapeutic value in viral 
infections, yet they are frequently used.® 


Psychologic damage 


Iatrogenic disease is not confined to errors in 
the use of drugs, but may also be psychologic. 
Gross and Jezer?! state that 50 to 70 per cent of 
disabled cardiac patients presently in class II could 
be reclassified into class I. 

It is natural to ask why these children are dis- 
abled. The answer varies with each etiologic cate- 
gory of heart disease. However, the child’s history 
commonly reads like this: He was restricted from 
social activities and sports because of a cardiac 
murmur, which upon more careful analysis was 
found to be functional or of doubtful clinical sig- 
nificance.®.21 The overanxious parent or the doubt- 
ful school physician effects an emotional response in 
these young people, and they become disabled.?! 

The single symptom of fatigue is rarely the only 
symptom in true cardiac disease. It is more likely 
to represent a neurocirculatory complaint of extra- 
cardiac origin. The same may be said for the com- 
bined symptoms of fatigue and palpitation.2! These 
patients need the assurance of a competent physi- 
cian and freedom for social activities and sports. 


Conclusion 


Dr. Charles D. May,” in an editorial on iatro- 
genic diseases, points to the timeless admonition 
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of Jacob Bigelow in his classic discourse, “Nature 
in Disease” (1854): 


We feel that we are called on to attempt a rescue by vigor- 
ous means, so that at least the fault of omission shall not 
be upon our charge. We proceed to put in practice those 
measures, which on the whole have appeared to us to do 
the most good; and if these fail us, we resort to other 
measures, which we have read of, or heard of. And at 
the end of our attendance, we may be left in uncertainty, 
whether the duration of the sickness has been shortened, or 
lengthened, by our practice, and whether the patient is 
really indebted to us for good or for evil. 

2804 Hillcrest Rd., Drexel Hill, Pa. 


1. Blakiston’s New Gould medical dictionary, edited by N. L. 
Hoerr and A. Osol. Ed. 2. Blakiston Division, McGraw-Hill Book Co., 
New York, 1956. 

2. Chobot, R.: Pediatric allergy. McGraw-Hill Book Co., New 
York, 1951. 

3. Deamer, W. C.: Iatrogenic disease in allergy. Pediatrics 22:161- 
164, July 1958. 

4, Zussman, B. M.: Anaphylactic emergencies and their manage- 
ment. Am. Pract. & Digest Treat. 10:786-788, May 1959. 

5. Roy, T. E.: Antibiotics and iatrogenic disease. Pediatrics 22:164- 
170, July 1958. 

6. Warren, J. V., and Wolter, J.: Symptoms and diseases induced 
by physician. GP 9:77-84, June 1954. 

7. Wolman, B.: Iatrogenic diseases in children. Practitioner 179:280- 
287, Sept. 1957. 

8. Arena, J. M.: Symposium on accidents and emergencies; poison- 
ing in infants and children. Pediat. Clin. North America 1:771-785, 
Nov. 1954. 

9. Patz, A.: Role of oxygen in retrolental fibroplasia. Pediatrics 
19:504-524, March 1957. 

10. Skinner, A. L., and Moll, F. C.: Hypernatremia accompanying 
infant diarrhea. A.M.A. Am. J. Dis. Child. 92:562-575, Dec. 1956. 

11. Colle, E., Ayoub, E., and Raile, R.: Hypertonic dehydration 
(hypernatremia); role of feedings high in solutes. Pediatrics 22:5-12, 
July 1958. 

12. Finberg, L.: Possible role of physician in causing hypernatremia 
in infants dehydrated from diarrhea. Pediatrics 22:2-4, July 1958. 

13. Committee on Nutrition, American Academy of Pediatrics: 
Water requirement in relation to osmolar load as it applies to infant 
feeding. Pediatrics 19:339-341, Feb. 1957. 

14. Robinow, M., and Silverman, F. N.: Radiation hazards in field 
of pediatrics. Pediatrics 20:921-940, Nov. 1957. 

15. Polhemus, D. W., and Koch, R.: Leukemia and medical radia- 
tion. Pediatrics 23:453-461, March 1959. 

16. Rooney, D. R., and Powell, R. W.: Carcinoma of thyroid in 
children after x-ray therapy. J. Am. M. A. 169:1-4, Jan. 3, 1959. 

17. Good, R. A., Vernier, R. L., and Smith, R. T.: Serious unto- 
ward reactions to therapy with cortisone and adrenocorticotropin in 
pediatric practice. Pediatrics 19:95-118, Jan. 1957. 

18. Good, R. A., Vernier, R. L., and Smith, R. T.: Serious un- 
toward reactions to therapy with cortisone and adrenocorticotropin in 
pediatric practice. Pediatrics 19:272-284, Feb. 1957. 

19. Dundee, J. W.: Iatrogenic disease and anaesthesia. Brit. M. J. 
1:1433-1438, June 21, 1958. 

20. Sharnoff, J. G., Carideo, H. L., and Stein, I. D.: Cortisone- 
treated scleroderma; report of case with autopsy findings. J. Am. M. 
A. 145:1230-1232, April 21, 1951. : 

21. Gross, H., and Jezer, A.: Treatment of heart disease. W. B. 
Saunders Co., Philadelphia, 1956. 

22. May, C. D.: Iatrogenic disease. Pediatrics 22:1-2, July 1958. 


‘ 
4 
q 
4 
nee. 
199 


Roentgen diagnosis of acute abdomen 


on plain survey film* 


FREDERICK M. WILKINS, B.S., D.O., Sandusky, 
Ohio 


The examination of the acute abdomen by survey 
roentgenogram has proved so informative that it is 
considered by many an indispensable part of a 
diagnostic study. The procedure is valuable in 
demonstrating the site and frequently the nature 
of an acute process, enabling the diagnostician to 
institute prompt effective treatment.! 

Many acute abdominal conditions are revealed 
by intrinsic pathologic abnormalities or inferred by 
associated reactions extrinsic to the involvement.” 
The well established acute processes are manifested 
in recognizable signs, but the early impending con- 
ditions are not so easily identified, and many times 
there is a delay in their recognition. The acute 
abdomen is an emergency, and attempts at an 
accurate and early diagnosis may be time-saving 
and thus patient-saving. 

The roentgenographic interpretation of the acute 
abdomen demands that the radiologist be aware of 
certain diagnostic criteria. When determined, these 
criteria will unequivocally establish the diagnosis 
in nearly all acute abdominal processes. The exact 
diagnosis may be undeterminable at times, but the 
degree of acuteness should be ascertained. Whether 
a case is a surgical emergency or an acute medical 
problem is important to know. 

The purpose of this paper is to discuss the value 
of certain unfamiliar signs on the plain roentgen 
survey abdominal study as criteria of the degree 
of acuteness of the acute abdomen. Numerous 
articles and texts have recorded many aspects of 
the diagnostic problem, but few have attempted 
to describe the specific significance of the more 
*This paper, prepared during a residency under George B. Hylander, 
D.O., Chief Radiologist, West Side Osteopathic Hospital, York, 


Pennsylvania, was submitted in partial fulfillment of the requirements 
for certification by the American Osteopathic Board of Radiology, 1959. 
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interpretative involvements.!-? The ruptured ap- 
pendix, complete obstruction, and well localized 
pathologic changes have roentgen signs almost spe- 
cific for the involvement; however, the acute 
appendix before rupture and abcess formation, the 
ruptured viscus without air, mesenteric adenitis, 
ruptured spleen without classical signs, and the 
myriad pathologic changes that exist before the 
overwhelming roentgen signs are present require 
early recognition and tax the interpretative ability 
of the diagnostic roentgenologist. This would pro- 
vide an argument in favor of a clinical radiologic 
practice. 


Prerequisites 


Emphasis must be placed on an adequate history 
and physical examination. Pertinent facts of present 
and past history should be elicited. An interpreta- 
tive diagnosis often depends on these facts for 
elimination and inclusion of the major diagnostic 
possibilities. The history and physical findings 
should be applied only after a factual interpretation 
of the survey has been made. To diagnose an acute 
problem on the basis of preconceived impressions 
from the history and physical examination, without 
first adequately evaluating the films, is not radiol- 
ogy. But there are early roentgenographic signs 
which, when correlated with the history and physi- 
cal examination, will offer a more specific diagnosis 
and limit differential possibilities. The thorough 
examination—roentgenographic facts, history, phys- 
ical examination, and laboratory tests—will offer a 
very strong suspicion, if not a specific diagnosis. 
When there are clinical signs which indicate an 
acute abdominal condition but roentgen signs are 
negative, suspicion should be aroused. 

Laboratory findings, if correlated in the same 
way, enhance the assurance of an interpretative 
diagnosis of the less definitive roentgenographic 
impression. If the laboratory findings are at vari- 


ance with the roentgenographic diagnosis, emphasis 
should be placed on factual evidence noted on the 
survey film. It is argued that factual evidence should 
not be altered by less specific findings. In medical 
practice today the (sometimes obsessive) use of 
antibiotics and other drugs may alter the classical 
blood picture, although certain laboratory findings 
can enhance the differentiation of equivocal proc- 
esses. Laboratory findings may not be interpreted 
by the radiologist but should correlate with the 
roentgenographic impression. 


Procedure 


Routine evaluation of the acute abdomen should 
include, as a minimum, supine and _ semierect 
studies. The changes caused by assuming the erect 
position may offer the factual evidence required 
for a specific diagnosis. If the signs noted in the 
supine position are not identical to those seen in 
the erect position, the changing patterns may in 
themselves be an indication of a specific entity. 

The supine film in the anteroposterior projection 
should include the pubes and pelvis, and the semi- 
erect (60-degree) or erect film must also include 
all the pelvic soft parts. The survey abdominal 
series should also include, as a basic minimum, a 
chest film in posteroanterior projection in the erect 
position.? Chest disorders have been known to be 
manifest in acute abdominal symptomatology. On 
occasion free abdominal air can be demonstrated 
only in this position. On the basis of facts or sus- 
picions, consideration should be given to inclusion 
of a transdiaphragmatic film in the semierect (erect) 
position, a lateral decubitus, Trendelenburg, or 
bladder evacuation film as may be necessary. 

Serial survey films in the erect or Trendelenburg 
position may give evidence of increasing character- 
tistic findings, such as increasing amounts of free 
shifting intra-abdominal fluid. Re-examination in 
12 to 24 hours has merit in differential diagnosis. A 
survey abdominal series, repeated in a compara- 
tively short interval or whenever the patient’s 
symptoms warrant, may rule in or rule out a con- 
dition in the differential diagnosis. 


Roentgenographic criteria 


The charactertistic roentgenographic findings of 
the acute abdomen need not be discussed in detail 
since they are already well established. They in- 
clude the signs of free air within the abdomen, on 
transdiaphragmatic and lateral decubitus studies, 
as evidence of rupture or perforation of a hollow 
viscus; calculus disease, either biliary, urinary, or 
pancreatic; abscess, either pelvic, appendiceal, sub- 
diaphragmatic, or in some other area; reflex ileus, 
designating the site of acute disease; mechanical, 
paralytic, and vascular occlusive ileus; enlargement 
and rupture of the spleen, liver, or kidney; or 
tumors.16 

The uncharacteristics or unfamiliar signs of the 
early pathologic processes, when correlated with 
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The roentgenographic interpretation 
of the acute abdomen demands that 
the radiologist be aware of certain 
diagnostic criteria, which will 
unequivocally establish the diagnosis in 
nearly all acute abdominal processes. 
The exact diagnosis may be undeterminable 
at times, but the degree of 


acuteness should be ascertained 


the more recognizable signs whether present or 
not, will establish a diagnosis or offer a more spe- 
cific differential diagnosis. The uncharacteristic 
signs (factual evidence) for discussion are as fol- 
lows: 


Cecal splinting sign e This is indicated by im- 
mobility or nonshift of the cecum.? The cecum, 
when associated with an inflammatory involvement, 
either intrinsic or extrinsic, will exhibit a degree of 
restriction. This is noted essentially as not shifting 
dependently into the pelvis on the erect study as 
opposed to its position in the supine film. In a few 
instances the cecum may be irritated and will 
evacuate its contents so as not to allow proper 
visualization. In these cases emphasis must be 
placed on splinting of the ascending colon (indica- 
tive of cecal splinting), the nonshifting reactive 
terminal ileum, the changing characteristics of the 
pelvic fascial relief, and so forth. At times a full 
urinary bladder may elevate and support the 
cecum, thereby falsely implying a nonshifting 
cecum. A bladder evacuation film in erect position 
may tell whether the cecum is splinting or free- 
shifting. 

Severe peritoneal irritation may result in partial 
or complete effacement of bowel markings in the 
involved segment, and sometimes it is difficult -or 
impossible to determine whether large or small 
bowel is affected. In early pathologic states this 
condition may not have been reached and visualiza- 
tion of the cecum and large bowel may be accom- 
plished more easily. Factual differentiation of the 
large and small bowel therefore must be made. 

Occasionally the gas-distended sigmoid colon 
may be confused with reactive ileus; in this con- 
nection normal anatomic relationships must be 
remembered. Jejunum, ileum, and colon, when dis- 
tended with gas, have characteristic markings 
which allow them to be identified roentgenograph- 
ically. Dependent shift of the flexures does not im- 
ply shift of a nonvisualized cecum. If the inflam- 
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Fig. |. In this case, the patient was 12 years old. In the supine 
film, left, there is an absence of large bowel pattern in the 
lower right quadrant, and a reactive terminal ileum over the 
right sacroiliac. In the erect position, right, there was no change 
in the’ bowel pattern of the lower right quadrant, and the ter- 


matory reaction is localized in the lower abdomen, 
splinting of an evacuated, nonvisualized cecum will 
occur within the immediate associated structures 
and usually will not involve the supporting tissues 
associated with the remaining abdominal viscera. 
This is similarly recognized in the reactive duo- 
denum associated with pancreatitis and cholecys- 
titis. 

The cecal splinting sign should or must be cor- 
related with the reactive terminal ileum. 


Reactive terminal ileum e This is indicated by a 
“sentinel loop” of reflex ileus at the terminal ileum. 
An early sign of localized inflammatory reaction 
may be visualization of a gas-filled loop of small 
bowel. The term “sentinel loop” is used to describe 
focal or regional small bowel distention secondary 
to acute inflammation of an abdominal viscus.! 
The specificity of the sentinel loop could be due 
to local irritability; inflammatory reaction, with 
edema; obstruction, partial or complete, on the 
basis of edema; spasm; or a nonfunctioning cecum. 
Many diseases produce a reflex or regional ileus as 
an indirect manifestation of their existence. The site 
of ileus suggests the area of primary disease; a 
segmental ileus frequently is the most important 
indication of a nearby inflammatory process. The 
- sentinel reactive terminal ileum may be associated 
with a generalized reflex ileus; therefore, considera- 
tion should include the conditions causing this pat- 
tern. However, the appearance of a nonshifting 
cecum associated with a reactive terminal ileal 
loop should indicate a localized process. When the 
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minal ileum was apparently fixed at the right sacroiliac. A 
density obscured the upper limits of the right pelvic fascial re- 
lief. The roentgen diagnosis was acute appendicitis without 
rupture; the surgical and pathologic diagnoses were acute 
suppurative appendicitis. 


cecum is not sufficiently visualized to determine 
shift and there is evidence of a nonshifting reactive 
terminal ileum, this may well imply a localized 
involvement sufficient to maintain the associated 
structures in a fixed position. 


Pelvic fascial relief ¢ This may be altered or 
increased, depending on the characteristics of the 
intra-abdominal disease.? Obliterations may occur 
when an inflammation causes sufficient density to 
approximate the density of surrounding structures. 
Intrinsic associated inflammatory reaction or an 
overshadowing by a pathologic structure may result 
in nonvisualization or alteration in the normal 
fascial relief. 

Obliteration may occur over the entire extent of 
the pelvic fascia and would indicate an intrinsic 
inflammatory process with edema and increased tis- 
sue density. On the other hand, there may be 
partial obliteration; this is usually seen in the 
upper limits, which would indicate overshadowing 
by superimposed tissues—that is, the edematous 
mesentery, bowel, appendix, or a localized collec- 
tion of fluid in abscess and cystic formation. If 
there is free abdominal fluid the pelvic fascial relief 
will be more sharply defined and not obliterated. 
This will occur when the density of free intra-ab- 
dominal fluid approximates the fascia but does not 
overshadow it. 

Pelvic fascial relief becomes increasingly impor- 
tant in the erect study in connection with its chang- 
ing characteristics. Almost equally important is 
determination of bladder outline. A full urinary 
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Fig. 2. The patient was 8 years old. In the supine film, left, a 
density was seen over the lower right quadrant lateral to the 
right sacroiliac, and a reactive small bowel pattern with "'sen- 
tinel loop" of terminal ileum. In the erect position, right, there 
was no change in the pattern of the lower right quadrant, and 


bladder may alter visualization of the fascial planes 
and cause a tendency to miss significant changes. 


Increased pelvic density e When noted on change 
of position, this should indicate the presence of 
free-shifting fluid (exudate, transudate, or blood) 
within the abdomen. Alterations of the psoas, kid- 
ney, spleen, and possibly the liver outline in the 
supine position may change in terms of visualiza- 
tion of these structures in the erect position, but 
an increase in pelvic density greater than that 
created by free shift of intra-abdominal structures, 
and having the uniform ground-glass density of 
fluid, may be noted. It has been found that free 
blood has a density greater than serous fluid; this 
may increase visualization and delineation of the 
pelvic fascia and bladder wall.5 

Differentiation can be made between free fluid 
and the density created by edematous, inflamma- 
tory tissues. The density of edematous tissue is 
nearly the same in both the supine and erect posi- 
tions, whereas the density created by free fluid 
is noticeably increased in the erect position and 
begins to assume a more uniform confluence, some- 
times that of a ground-glass appearance. Again, 
consideration must be given to the full or partially 
filled urinary bladder masking free fluid in the 
dependent pelvis. Pelvic neoplasm.might also be 
considered, but this usually is marginated and does 
not change its density with the erect position. 


Silent abdomen e This is indicated by the appear- 
ance of a segmental reactive loop of ileum associ- 
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a density obscured the upper portion of the right pelvic fascial 
relief. There was increasing density throughout the pelvis. The 
roentgen diagnosis was acute appendicitis, ruptured, with free 
intra-abdominal fluid; the surgical and pathologic diagnoses 
were perforated appendix, suppurative, with free abdominal fluid. 


ated with a nonreactive abdomen. Intra-abdominal 
insult may be sufficiently acute and examination 
early enough that characteristic signs are not in 
evidence. The momentary paralysis, due to over- 
whelming peritoneal irritation, before reactive ileus; 
the localized density (pseudotumor) before and 
after rupture; and the absence of signs of localized 
irritation causing a complete arrest of reactive signs 
should be recognized in the patient with severe 
acute abdominal symptoms. In peritonitis the psoas 
muscle shadow may be obscured and the properi- 
toneal fat lines are obliterated by edema and in- 
flammation. 


Differential diagnosis 


The diagnosis of many acute abdominal condi- 
tions has been made on survey film utilizing the 
characteristic signs of roentgenographic interpreta- 
tion. The perforated viscus with intraperitoneal air; 
free air associated with abscess formation and soft 
tissue lesions of the retroperitoneum; “stepladder” 
ileus with fluid levels of acute obstruction; visuali- 
zation of calculi within the abdomen; and, more 
recently, the roentgen manifestations of cholecysti- 
tis, perforated ulcer without free air, pancreatitis, 
and appendiceal abscess have been presented utiliz- 
ing plain film examination.! Most of the signs are 
well known and used to good advantage. The more 
uncharacteristic signs described above may be used 
to good advantage and should be included as 
factual evidence (characteristic signs) in our diag- 
nostic work. 
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Fig. 3. This patient was 43 years of age. In the supine film, left, 
localized density in the right pelvic soft parts marginated the 
right pelvic fascia, and there was a reactive terminal ileum. 
The erect film (right) showed no change in the pattern of the 
lower right quadrant, and the density remained localized to 


Early signs of acute appendicitis may only mani- 
fest themselves in the nonshifting cecum associated 
with reactive terminal ileum. Altered pelvic fascial 
relief, alterations of the properitoneal fat space, 
and a localized density may be seen. The early 
localized inflammatory disorder may not have 
caused complete obstruction (marked paralytic 
ileus), localization of a fluid collection, et cetera, 
but in most instances there is an inherent defense 
of splinting of the surrounding structures, either 
on an irritable insult or an attempt at a walling- 
off mechanism. This occurs with inflammation and 
may be an early reaction. When the appendix is 
involved to a greater degree the same mechanism 
applies, but there may be an associated localized 
area of density (pseudotumor) that does not shift; 
this might indicate an edematous, inflammatory 
reaction or, if rupture has occurred, a local collec- 
tion of fluid. Similar findings have been noted in 
connection with Meckel’s diverticulum. 

Mesenteric adenitis is a generalized inflammatory 
reaction involving the lymphatics of the mesentery 
and associated lymphatics (inguinal, axillary, and 
cervical). Many times it simulates acute appen- 
dicitis on physical examination, but it usually is 
not a localized process. In the acute abdomen with 
a more generalized reactive pattern or possibly 
only a reactive terminal ileum, there is noted a 
shift of the cecum and small bowel pattern imply- 
ing nonsplinting and a nonlocalizing process. In 
the cases where factual evidence is questionable 
and the history, physical examination, and labora- 
tory tests are not significant or may be equivocal, 
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the right side of the pelvic soft parts. The roentgen diagnosis 
was right tubo-ovarian abscess; acute appendicitis wtih rupture 
could not be ruled out. The surgical and pathologic diagnoses 
were per‘orated appendix with abscess adherent to the right 
fallopian tube. 


re-examination of the abdomen in 12 to 24 hours 
may rule in or rule out evidence of a localizing 
process. At times what appears to be an acute 
abdomen clinically may only be a generalized in- 
flammatory reaction, nonlocalizing, and associated 
with positive chest findings or lymphadenopathy. 

The gynecologic manifestations of tubo-ovarian 
and pelvic inflammatory disorders may be indicated 
by a localizing process deep in the pelvis. The 
cecum may or may not be splinted and the sentinal 
loop of reactive terminal ileum not defined. Altered 
pelvic fascial relief and evidence of increasing 
density within the pelvis may represent free or 
confined fluid, edematous pelvic tissues, or pos- 
sibly free blood. Again it is noted that free blood 
within the abdomen has an appearance all its own 
and may on occasions be differentiated from serous 
fluid; blood has a higher specific gravity than serous 
fluid, and therefore creates a greater opacity within 
the pelvis. The localized pelvic abscess may be 
marginated by a reactive pattern and maintain the 
same appearance on changing to the erect position. 
Pelvic inflammatory disease may be sufficiently 
established to cause an edematous reaction and 
obliteration of the pelvic fascial relief but not suffi- 
cient to cause intra-abdominal splinting. 

Acute urinary disorders, eliminating opaque cal- 
culi, simulating lower abdominal conditions may 
be indicated by the presence of reactive ileus, seg- 
mental to the midabdomen and in many instances 
seen on the contralateral side of involvement. There 
is also often seen a lumbar scoliosis directed away 
from the involved side. In the difficult case, the 


physical findings and laboratory results may indi- 
cate an etiologic factor. 

In the traumatic abdomen with evidence of an 
increased density altering the renal, psoas, and 
splenic shadows, that increases the pelvic density 
in the erect position, free blood as a result of 
kidney or splenic rupture should be considered. 
Studies in the Trendelenburg position, compared 
with the erect study, may show a decreased pelvic 
density resulting from free shift of blood into the 
middle and upper abdomen} In the erect position 
accentuation of pelvic fascial relief and sharp de- 
lineation of the bladder indicate a free fluid collec- 
tion within the pelvis. 

Correlation of the factual evidence determined 
on the roentgenograms with the history, physical 
examination, and laboratory findings will tend to 
reduce the differential diagnostic possibilities and 
indicate the degree of acuteness in terms of further 
management. Localizing the site of acute disease 
coupled with clinical and laboratory findings will 
narrow the etiologic possibilities so sharply that 
the correct diagnosis can be made without difficulty. 


Discussion 


In a review of the literature, there has been no 
new emphasis on the diagnosis of many acute 
abdominal problems of the lower abdomen and 
lower right quadrant. Many authors have enumer- 
ated and discussed the various plain film roentgen 
findings of conditions with which we are familiar. 
In my experience with survey abdominal series, 
there has been the recognition of certain constant 
findings that can now add to the diagnosis and 
determination of the degree of acuteness of the 
abdominal disorder. 

I have found in acute appendicitis that the 
nonshifting cecum associated with a reactive termi- 
nal ileum has been constant and is seen in the 
majority (higher than 80 per cent’) of cases, with 
this diagnosis confirmed at operation. In cases 
where these signs were not established, the specific 
etiologic factors could not be confirmed. The signs 
of a splinted cecum and a reactive terminal ileum 
therefore were specific for a localized inflammatory 
process which could not be determined by other 
roentgen findings. 

In gynecologic problems within the pelvis the 
significance of sharply defined pelvic fascial relief 
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(in cases with free intra-abdominal fluid) and the 
obliterated fascial relief (inflammatory processes) 
was determined with a high degree of accuracy. 
Differentiation therefore was made between a pel- 
vic inflammatory disease and rupture of a diseased 
tube or ovary. 

The ruptured spleen in all cases manifested the 
signs of free-shifting blood in the pelvis. The 
density of blood was recognized in terms of the 
radiopacity, the pelvic fascial relief, and a well 
defined bladder outline.5:7 

It is my opinion that the signs described have 
been useful in the early diagnosis and determina- 
tion of the degree of acuteness of the acute ab- 
domen. These signs should be recognized as fact 
and can be utilized when the more familiar signs 
are not established. 


Summary 


A review of the literature reveals certain diag- 
nostic signs of the acute abdomen. No new em- 
phasis has been placed on the early diagnosis of 
conditions within the lower abdomen. 

The recognition of the cecal splinting sign asso- 
ciated with a reactive terminal ileum is significant 
in indicating the early stages of an acute process. 
Alteration of pelvic fascial relief in itself will help 
to differentiate early disorders of the lower ab- 
domen. The sign of free-shifting blood within the 
abdomen can be recognized. Correlation of the 
clinical findings with these signs will narrow the 
etiologic possibilities so that the correct diagnosis 
can be made without difficulty. 2020 Hayes Ave. 


1. Young, B.: Significance of regional or reflex ileus in roentgen 
diagnosis of cholecystitis, perforated ulcer, pancreatitis and appendi- 
ceal abscess as determined by survey examination of acute abdomen. 
Am. J. Roentgenol. 78:581-586, Oct. 1957. 

2. Sands, W. W.: Survey roentgenograms as aid in diagnosis of 
acute abdominal conditions. Surg., Gynec. & Obst. 97:4-10, July 1953. 

3. Young, B. R.: Roentgen examination of acute abdomen; Car- 
man lecture. Radiology 64:483-497, April 1955. 

4, Hessen, I.: Roentgen examination in cases of occlusion of 
mesenteric vessels. Acta radiol. 44:293-305, Oct. 1955. 

5. Hylander, G. B., Miller, J. R., and Wilkins, F. M.: Diagnosis 
of rupture of spleen. J. Am. Osteop. A. 58:349-352, Feb. 1959. 

6. Curry, R. W.: Value of. left lateral decubitus position in roent- 
genologic diagnosis of acute abdominal disease. Surg., Gynec. & 
Obst. 104:627-632, May 1957. 

7. Hylander, G. B., West Side Osteopathic Hospital: Personal 
communication. 


Epstein, B. S.: Clinical radiology of abdominal disorders. Lea & 
Febiger, Philadelphia, 1958. 

Frimann-Dahl, J.: Roentgen examinations in acute abdominal dis- 
-eases. Charles C Thomas, Springfield, Ill., 1951. 


gh) 
uf 
3 4 
‘ 
195 


The convulsive state of 


pregnancy toxemia 


JULIAN LANSING MINES, D.O., F.A.C.O.0.G.* 
Hollywood, California 


The convulsion is a dramatic occurrence, and is a 
trying experience not only for the patient and pos- 
sibly her unborn child, but for the obstetrician as 
well. The convulsive state is encountered in varying 
degrees in association with several conditions. Some 
of these are as follows: 

1. Hypertensive encephalopathy 

2. Uremia 

a. Acute or chronic glomerulonephritis 
b. Pyelonephritis with extensive kidney de- 
struction 
c. Nephrosclerosis 
3. Anesthesia 
a. Nitrous oxide 
b. Cyclopropane 
c. Ethylene 

4. Hysteria 

5. Epilepsy 

6. Alkalosis 

7. Accident 

8. Shock 
9. Diabetes mellitus 
10. Hypoglycemia (insulin shock) 

11. Brain tumors 

12. Meningitis 

13. Brain abscess 

14. Poisoning (cocaine, lysol, alcohol ) 

15. Scleroderma 

16. Porphyria. 

There is therefore occasionally some difficulty in 
differential diagnosis when a pregnant patient ex- 
hibits convulsions, coma, or other cerebral symp- 
toms. The diagnosis of true eclampsia must be 
arrived at after consideration of allied symptoms 
common to the syndrome of pregnancy toxemia. 
These symptoms are well known and are as follows: 


*Associate Professor of Obstetrics, College of Osteopathic —_— 
and Surgeons, Los Angeles. 
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1, Excessive weight gain due to disturbed fluid 
balance 
. Proteinuria and urinary casts 
Hypertension 
. Visual scotomata 
. Epigastric pain 
. Retinal hazing or glazing 
Edema, more or less generalized 
. Elevated nonprotein nitrogen and/or uric acid 
. Oliguria or anuria 

10. Premature separation of the placenta. 

It is evident that the convulsion and coma of 
eclampsia are late manifestations of toxemia and 
that they occur predominately during the last tri- 
mester of pregnancy; however, postpartum convul- 
sions are not uncommon. Approximately 40 per 
cent of eclamptic patients have antepartum eclamp- 
sia, while 40 per cent have intrapartum and 20 
per cent have postpartum convulsions. 

The number of convulsions exhibited by a patient 
certainly has a direct bearing on the prognosis, but 
more important is the time lapse between the onset 
of eclampsia and the delivery of the infant. When 
the occurrence is antepartum or intrapartum, the 
duration and depth of the interspersed coma is an 
important prognostic sign as well. The persistence 
of coma is a grave sign and the mortality rate is 
markedly elevated in such cases.1 

Most obstetricians are anxious to terminate the 
convulsive seizures, and many of the therapeutic 
measures employed are directed toward this end. 
Magnesium sulfate, sodium amytal, morphine, chlo- 
ral hydrate, and paraldehyde are generally em- 
ployed, but until the etiology of toxemia is further 
clarified these attemps to control only one symptom 
of the toxemia complex will have to remain in the 
category of symptomatic alleviations. 

The purpose of this paper is to attempt to clarify 
the etiology of the eclamptic convulsion by corre- 
lating some of the known factors with perhaps some 
hypothetical conclusions of the author. Treatment 


measures will also be described, based on clinical 
experience, and an effort will be made to rationalize 
these approaches in the management of eclampsia. 


Description 


By definition, an eclamptic convulsion is a widely 
distributed involuntary series of contractions of the 
voluntary muscles. The convulsion is sudden in 
onset as there is rarely an aura experienced. The 
convulsion sequence is as follows: 

1. The face and neck seem to stiffen and become 
masklike. Some fibrillary twitching may occur in 
the muscles thereof. 

2. The head turns to one side, and in most cases 
the eyes roll back. 

3. The muscle twitchings radiate to the arms, 
and eventually the entire body is involved. 

4, At the end of 30 to 60 seconds all the volun- 
tary muscles of the body are involved in tonic 
contractions. 

5. Respiration stops, eyes open wide, and jaws 
clamp tightly. 

6. In 10 to 20 seconds there is the start of the 
clonic stage. 

a. The head jerks from side to side. 

b. Clonus radiates to arms and then involves 
the entire body, and the extremities flail 
about. 

. The tongue may be injured by biting. 
. Frothy sputum is evidenced. 

e. Respirations may start again, but they are 
shallow, and as a result cyanosis progres- 
sively increases. 

7. In 1 to 2 minutes coma ensues which may be 
transient or permanent. 

8. As the respiration continues cyanosis grows 
less marked, and the patient may regain conscious- 
ness, possibly to await the occurrence of another 
convulsion. 


Etiology 


Several theories prevail concerning the trigger 
mechanism which sets off the convulsion: 

1. Irritation theory. Convulsions start as a result 
of overexcitation of some part of the cerebral 
cortex. Once the motor area is involved a “fit” re- 
sults. The excitation could be due to nerve cell 
irritation caused by inflammation, edema, chemical 
changes, or scarification. 

2. Release theory. Convulsions are due to the 
temporary suspension of higher centers, allowing 
lower centers to discharge in an exaggerated fash- 
ion. 

3. Explosion theory. Critical chemical balances 
reached result in sudden metabolic changes, pos- 
sibly due to anoxemia, acidosis, or alkalosis. 

4, Short-circuit theory. Because of brain axone 
destruction, impulses take a shorter abnormal route 
resulting in motor discharge of an explosive nature. 

It seems that in the light of accumulated knowl- 
edge the convulsive state found in eclampsia is a 
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result of abnormal body chemistry caused by dis- 
orders of normal metabolism. 


Physiologic derangements at the level of the 
cerebral cortex e Increased capillary permeabili- 
ty, causing fluids to pass through capillary walls at 
several times normal speeds, might initiate con- 
vulsions as a result of pressures exerted, since the 
cranial vault is not capable of expansion. Cerebral 
edema could result from the following sequence of 
events: 

1. Circulating toxins are produced by degenera- 
tion of chorionic tissue and destruction of periportal 
hepatic cells, as well as toxic metabolites resulting 
from incomplete protein metabolism, the latter 
being a product of proteolytic enzyme deficiency.” 

2. Vasospasm, resulting from the above causes, 
is superimposed on a higher blood level of vaso- 
pressor substances from the posterior pituitary and 
the ischemic kidney. Mono-amino oxidase from the 
placenta inactivates vasoconstrictor amines, and its 
production increases as the placenta matures. With 
decreased oxygen tension and/or sodium retention 
the production and activity of mono-amino oxidase 
is decreased, resulting in higher levels of circulating 
vasoconstrictor substances. One reason for the oc- 
currence of postpartum convulsions might be loss 
of mono-amino oxidase from the placenta.*5 

3. Low oxygen saturation of the erythrocytes as 
a result of: 

a. Decreased erythrocyte count. 

b. Increased number of immature cells be- 
cause of a deficiency of erythrocytic matur- 
ing factor, as a result of hepatic insuffi- 
ciency. 

c. Increased acidity of the blood. 

d. Deficiency of ergothioneine resident within 
the erythrocyte. 

e. Inadequate erythrocyte stroma caused by 
protein, deficiency. 

Haldane® states, “Anoxia not only stops the ma- 
chine, but wrecks the machinery.” 

4, Extravascular retention of sodium resulting 
from high sodium intake together with disturbance 
of hormonal control (the situation of positive water 
balance associated with increased estrogen levels 
and imbalance of the mineral and giuco corto- 
coids ). 

5. Chemical disturbances involving brain amines. 
Mono-amino oxidase, produced by the placenta in 
an effort to neutralize excessive circulating vaso- 
constrictor amines, may initially rise to the need as 
the pressor substances increase during a progressive 
toxemia. Mono-amino oxidase has a predilection 
for the brain amines (serotonin and norepineph- 
rine), which it destroys. Convulsions might oc- 
cur when the rate of their destruction reaches a 
critical level. 


Physiologic derangement at the level of the 
hypothalamus e Most endocrine glands are under 
the control of the anterior lobe of the pituitary. 
(The posterior lobe has critical functions of its 
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own.) Both lobes, however, are only remarkable 
extensions of the central nervous system, particular- 
ly the hypothalamus. Elevations of blood pressure 
result from lesions of the nuclei of the posterior 
and lateral hypothalamus. Vasoconstriction follows 
stimulation of the posterior nuclei, and obesity is 
associated with midline lesions. The hypothalamus 
is involved in the secretion of gonadotropic, thyro- 
tropic, and adrenotropic hormones as well; and it 
appears that no matter how we attempt to catalog 
the endocrine system as a separate organ chain in 
teaching and in clinical efforts, it is ultimately 
dependent upon the central nervous system. 

It would seem plausible, therefore, that certain 
stressful occurrences during pregnancy, both con- 
scious and unconscious, as well as readjustments 
normally occurring in the maternal physiology dur- 
ing childbearin:, may have undesirable effects, 
leading to the convulsive state. 


Physiological derangements at the level of the 
voluntary muscles e 

1. There is an accumulation of quanidoacetic 
acid with a decrease in creatine synthesis, because 
of a deficiency of methyl groups. (Creatine is nec- 
essary for normal muscular activity? and quanido- 
acetic acid itself has been used as a convulsant in 
laboratory experimentation.®) 

2. There is insufficient availability of calcium in 
its nondiffusable form for its stabilizing effect on 
the axone, as well as its action of aiding in the 
enzymatic splitting of phosphates from adenosine 
triphosphate by myosin.? Its presence may be de- 
pendent in part on the amount of the albumin fac- 
tor of plasma protein, because this factor is its 
means of transport. 

3. Choline deficiency may interfere with the 
formation of acetylcholine and the splitting of 
acetylcholine by cholinesterase at the synapse, thus 
affecting the normal balance in nerve impulse 
transmission. 

4. A deficiency of the sulfhydryl containing 
glutathione at the synapse may prolong the action 
of acetylcholine, thus encouraging convulsive sei- 
zures with the introduction of an irritating stimulus. 

Although a number of possible mechanisms have 
been mentioned, operating at different levels, it is 
doubtful whether any one plays the part of a trig- 
ger stimulus. It seems more likely that combinations 
are at work to account for the production of the 
convulsion. It should be obvious as well that many 
factors could be involved other than those men- 
tioned, and only time and further investigation will 
unveil them. 


Treatment 


Although toxemia probably accounts for a greater 
number of maternal and fetal mortalities than any 
other known complication encountered during 
pregnancy, its presence elevates the incidence of 
maternal and fetal morbidity as well. 

It is my opinion that prevention of toxemia is 
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our goal today. In my experience, it seems possible 
to accomplish this in most pregnancies if intelligent 
assistance is offered by the physician to the patient 
who is willing to cooperate. 

Before satisfactory prenatal management can be 
successfully undertaken, the patient must be en- 
lightened regarding the complications we are at- 
tempting to prevent. This chore necessarily rests 
with the physician, and his description of toxemia 
must be related to his patient in a fashion designed 
for her particular ability to comprehend. 

Obviously, if symptoms of toxemia do not ap- 
pear, true eclampsia will not occur. Unfortunately, 
the opportunity to conduct an ideal prenatal pro- 
gram does not always present itself, and as a result 
eclampsia occurs in far too many patients. How- 
ever, the purpose of this paper is not to outline 
preventive treatment but rather to deal with the 
management of the patient already in the convul- 
sive state. 

It would seem repetitious to mention the drugs, 
together with their mode of administration, that 
are commonly employed to terminate the convul- 
sion per se, such as heavy doses of barbiturates, 
narcotics, or anesthetics. The following suggested 
measures may be used in an attempt to terminate 
convulsions by eliminating some of the mechanisms 
which produce them. 


Cerebral level attack « Emergency measures em- 
ployed to eliminate the causes previously listed for 
cerebral edema would not be practical, but if in- 
creased intracranial pressure can produce convul- 
sions, the rapid reduction of the cerebral edema 
should be attempted. 

1. One method which I have successfully em- 
ployed is the use of continuous conduction anes- 
thesia designed to create a constant nerve block up 
to and including the level of the tenth vertebral 
segment. The approach is preferably peridural, but 
fractional intrathecal injections may be utilized in- 
stead. The nerve block must be continued for many 
hours and gradually discontinued by segmentally 
lowering the anesthetic level. The mechanism of 
cerebral edema reduction by nerve blocking is 
twofold. First, this is accomplished by creating a 
vascular hypervolemia by which blood is pooled in 
the deeper abdominal vessels and lower extremities. 
Second, renal hyperemia is encouraged and urinary 
output is increased. Renal ischemia is thereby less- 
ened and the production of renal pressor substance 
is lowered. 

2. Another method of reducing extravascular fluid 
is by the use of hypertonic glucose solution. To 
accomplish this, 500 cc. of 36 to 50 per cent dex- 
trose solution are administered rapidly intrave- 
nously, checking the urinary output by means of an 
indwelling catheter. If response is not gratifying the 
injection is repeated, if necessary several times. 
The administration is usually employed in conjunc- 
tion with the peridural block. 

3. The use of antihypertensive preparations will 
also reduce the cerebral edema. Hydralazine hydro- 


chloride (Apresoline) in doses of 20 mg. can be 
slowly and carefully administered by the intra- 
venous route together with the dextrose solution. 
It must be borne in mind, however, that a rather 
dramatic and undesirable response may result from 
this drug, and constant attention to the effect on 
blood pressure is necessary. The occurrence of a 
rapid and marked drop in blood pressure is highly 
undesirable when one considers its possible effect 
on the oxygen tension at the placental level with 
its resultant effect on a viable fetus. 

4. The use of plasma, or preferably serum al- 
bumin, in an effort to mobilize extravascular fluid 
should be considered. However, it must be remem- 
bered that the results are temporary and transient 
at best, and rather costly as well. 

5. Continuous oxygen by mask or nasal catheter 
should be employed in all cases, in an effort to 
reduce capillary permeability by increasing the 
availability of oxygen to the blood and dependent 
tissues. 


Hypothalamic approach e The reduction of stress- 
ful occurrences should be the goal of the physician 
in charge. The relaxed attitude and the quietness 
of the patient’s surroundings should be considered, 
and attention should be given to the elimination 
of other sensory disturbances initiated by bright 
lighting, heat, cold, or annoying physical trauma. 

It may well be that in the near future satisfactory 
medications will be available which might effect 
a stabilization of the brain amines (serotonin, 
norepinephrine, et cetera). 


Treating the disturbed physiology of the volun- 
tary muscles e The use of nondiffusable calcium 
administered intravenously together with oxygen 
inhalations can be employed. I routinely use 10 ce. 
of calcium gluconate, repeated at intervals. 

The infusion of substances rich in methyl and 
sulfhydryl groupings may be used, but their em- 
ployment is usually reserved for a later time. 
Intravenous amino acid preparations, together with 
B-complex vitamins and ascorbic acid, are the 
medications depended upon. 


Termination of pregnancy e The products of 
conception have always been looked upon by many 
as contributing some or all of the toxic substances 
responsible for the production of pregnancy tox- 
emia. Because of this, it becomes obvious that 
the early termination of pregnancy might seem 
desirable. 

I believe that although placental inadequacy due 
to disordered physiology does play a major role 
in toxemia,!® the explusion or surgical removal of 
the products of conception will not always produce 
a satisfactory result. The common..occurrence of 
postpartum eclampsia seems to strengthen this 
point of view. 

The length of the pregnancy must be considered 
with respect to the ability of the fetus to survive 
an extrauterine existence. Thus it is often wise 
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to treat the maternal physiologic derangements in 
an effort to extend the pregnancy if possible. 
Successful treatment of the mother will usually 
improve her offspring’s chances of surviving. 

If pregnancy is advanced to 36 weeks or beyond, 
the induction of labor can justifiably be considered. 
Under conduction anesthesia, labor can be insti- 
tuted by surgical rupture of the membranes. Pitocin 
may then be employed if necessary to regulate 
uterine contractions. In some primigravidas not 
within 2 weeks of term, this method is not always 
satisfactory because of the absence of cervical 
effacement. In such cases it may become necessary 
to perform a cesarean section, especially if treat- 
ment attempts are not resulting in improvement of 
the patient, and assuming the presence of a live 
fetus. It must be borne in mind that this situation 
is a rare one and that a major operation performed 
on a patient in this critical a condition is highly 
undesirable from both the maternal and the fetal 
salvage standpoints. If operation is deemed abso- 
lutely necessary, the use of local or conduction 
anesthesia would be the logical choice. 


Summary 

Many disorders which can produce the con- 
vulsive state have been listed. The description of 
the convulsion sometimes encountered in a patient 
suffering pregnancy toxemia has been outlined. 
Possible mechanisms responsible for the produc- 
tion of the convulsions have been set forth. Causes 
have been considered with reference to the fol- 
lowing levels: cerebral cortex, hypothalamus, and 
voluntary muscle. Medications and therapeutic 
modalities employed by the author in the treatment 
of convulsions have been discussed. 

Although it must be stated that the eclamptic 
convulsion is just a segment of the aggregate symp- 
toms demonstrated by the toxic patient, it is by 
far the most dramatic occurrence encountered with 
fulminating toxemia. 

It is my belief that the future holds many an- 
swers to the problems of physiologic disorders, and 
that the convulsions of pregnancy will someday 
be so rare that we will have to refer to medical 
history in order to refresh our memories concern- 
ing them. 3540 Multiview Drive 
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Chest pain: Review of 


experiences and 


PHILIP M. LESSIG, B.S., M.A., D.O.,+ ALEX- 
ANDER PRICE, A.B., D.O.,t and MARVIN L. 
ROSNER, A.B., D.O.,§ Philadelphia, Pennsylvania 


Today, faced as we are with an increasing popula- 
tion past age 40, chest pain has become one of the 
most frequent causes of hospital admissions. It has 
been estimated!:? that 25 per cent of adult patients 
who require hospitalization are admitted with a 
complaint of chest pain. In addition to this impres- 
sive number of patients, there is a large segment 
of our population who are not seen by a physician 
but who have chest pain.? 

The patient with chest pain is often fearful and 
apprehensive far out of proportion to the real im- 
portance of his disorder. Some patients will avoid 
medical attention for fear of being told that they 
have some incurable malady. 

The necessity for a speedy and accurate diag- 
nosis is evident. The diagnosis may be obvious 
many times, but it may also be exceedingly difficult 
and perplexing. Since irreparable harm may follow 
an unjustified diagnosis of heart disease or malig- 
nancy, it seems worth while to discuss the differ- 
ential diagnosis of chest pain. 


Methods 


In this present study, 350 cases were reviewed 
from the year 1958. All of these patients presented 
chest pain as the chief complaint upon admission 
or at some time during their hospital stay. The 
sampling covered the entire year, so that the sea- 
sonal influence would be eliminated. The sampling 
was selective rather than random since: 


*Presented at the Eastern Study Conference of the American College 
of Osteopathic Internists, March 12, 1960. 

*+Chairman, Department of Internal Medicine, Metropolitan Hospital. 
tAssociate, Department of Internal Medicine, Metropolitan Hospital. 
§Resident, Department of Internal Medicine, Metropolitan Hospital. 
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differential diagnosis* 


1. The population was limited to hospitalized 
patients in a 230-bed general hospital. 

2. The population was of an average economic 
status of upper lower income bracket. 

3. The population resided almost exclusively in 
the Philadelphia area. 
The sample therefore is stratified, and any conclu- 
sions which may be drawn are limited to com- 
parable groups only. 


Results 


The diagnosis on discharge was chosen as the 
most reliable evidence of the cause of the chest 
pain. The admission diagnosis differed from the 
discharge diagnosis in 173 cases, or 49 per cent 
of the time. Therefore, the original diagnosis made 
by the attending physician was correct only 51 per 
cent of the time. This agrees with a large study of 
214 autopsies recently reported,*5 in which the 
premortem diagnosis was found to be in error 56 
per cent of the time. 

The cases reviewed fell into five broad diag- 
nostic categories, as shown in Figure 1. It will be 
noted that the percentage of each is as follows: 
pleural-pulmonary disorders, 15 per cent; cardio- 
vascular disorders, 73 per cent; gastrointestinal dis- 
orders, 3 per cent; musculoskeletal disorders, 7 per 
cent; and all others, 2 per cent. 

The youngest patient in the series was 25 years 
old, and the oldest was 84. As shown in Figure 2, 
the mean age in the study was 54. The mode, or 
age which contained the highest frequency, was 
60. The frequency distribution when plotted shows 
a skewed distribution with a shift to the left. 

There were 204 males, representing 58 per cent 
of cases reviewed. Females complained of chest 
pain less frequently, representing 42 per cent of 
cases. In general, it was noted that females com- 
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Pleural-pulmonary 15% 


Gastrointestinal 37, 
Musculoskeletal 77, 
All others 2% 


Fig. 1. Diagnostic categories of patients admitted to the hos- 
pital with chest pain. 


plaining of chest pain were of an older mean age 
group than the males. 

The total Negro population in the hospital with- 
out regard to diagnosis was 7.5 per cent. There 
were 26 Negroes in this group, or 7 per cent of 
the group screened for chest pain. There were 34 
per cent Negro males and 66 per cent Negro 
females. 

As shown in Figure 3, 92 per cent of cases in 
this group were admitted on the medical service 
and only 8 per cent on the surgical service. This 
is in sharp contrast with the over-all hospital ad- 
missions of 39 per cent medical and 61 per cent 
surgical patients, regardless of admitting diagnosis. 

There were 24 deaths in this series, or a 6 per 
cent mortality rate for patients with chest pain. 
Four per cent of males died as compared with 2 
per cent females. These percentages are in con- 
trast with the over-all mortality rate for the entire 
hospital regardless of diagnosis, which was 2.2 
per cent. 

These statistics serve to focus attention on the 
need for a more accurate diagnosis. In an effort 
to increase the reliability of the diagnosis, new 
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Fig. 2. Frequency according to age groups of chest pain in 350 
hospitalized patients. 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


laboratory studies have been developed as well as 
new Clinical approaches to the problem. 

Let us briefly review some of the more frequent 
causes of chest pain. 


PATIENTS WITH CHEST PAIN 
Surgical 8% 

ALL HOSPITAL PATIENTS 

Medical 39°/, 


Fig. 3. Distribution of patients with chest pain between medical 
and surgical services, compared with the distribution of all 
hospitalized patients between these two services. 


Cardiovascular disorders 


Angina pectoris e Heberden, in 1768, was the first 
to use this term, which is derived from the Greek 
for “I strangle.” The pain is characteristic in its 
location and has a segmental distribution.® Pain 
at the apex or below the left breast is rarely anginal. 

The pain is paroxysmal in occurrence, although 
there may be a dull ache between the paroxysms. 
In 97 per cent of cases the pain lasts less than 3 
minutes.? The pain is precipitated by effort and 
relieved by rest and/or nitroglycerine. About 20 
per cent of patients will have normal electrocardio- 
grams.® 


Preinfarction angina e Angina pectoris is best 
classified into two types. This is of more than 
academic interest; the management as well as the 
prognosis of the two types will vary greatly. The 
first type, the stable form,® is chronic and non- 
progressive and may follow myocardial infarction. 

The second type is acute and occurs either as 
a new condition without previous evidence of 
coronary artery disease, or there is a change in 
pattern of a previously stable angina. The change 
may be noted as an increase in frequency of the 
pain with less effort needed to precipitate it, more 
prolonged pain from a given degree of effort, noc- 
turnal angina or broader radiation of pain with 
prolonged episodes of pain at rest, or failure of 
nitroglycerin to relieve symptoms as easily as be- 
fore. Vander Veer!® prefers the term “preinfarction 
angina” because of the ominous prognosis associ- 
ated with this acute form. Therapy must be imme- 
diate and aggressive in order to forestall a myo- 
cardial infarction." 


Variant form of angina e Prinzmetal and his 
associates!2 described a variant form of angina 
which appears to be a separate entity from the 
classical angina. The attacks characteristically occur 
at rest; the pain lasts longer and is more severe 
than the classical form. It usually waxes and wanes 
in cyclic fashion, occurring at the same time each 
day, and it is not relieved by rest. The electro- 
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cardiographic findings are characteristic with the 
S-T segments becoming elevated transiently. Usual- 
ly, during an attack, reciprocal S-T depressions are 
seen in the standard leads. The electrocardiogram 
is normal between periods of pain. 

The areas of the myocardium which give rise to 
the S-T changes correspond to the distribution of 
a large coronary artery. This area will eventually 
become infarcted and the angina will then dis- 
appear. The administration of nitroglycerin will 
prevent the cycles of pain and accompanying elec- 
trocardiographic changes. 

It should be kept in mind that the classical form 
may coexist with the variant form of angina. 


Myocardial infarction e When retrosternal pain is 
associated with ashen pallor, cold sweat, rapid weak 
pulse, arrhythmias, and a fall in blood pressure, 
there is little difficulty in establishing the diagnosis 
of myocardial infarction. However, there is a gradi- 
ent covering a wide spectrum, with the clinical 
findings above at one extreme and the silent infarc- 
tion at the other extreme. 

The serum glutamic oxaloacetic transaminase 
(SGO-T) and lactic dehydrogenase (LDH) tests 
have developed into extremely helpful studies. The 
SGO-T and LDH become manifest 6 to 12 hours 
after the estimated time of a myocardial infarction 
and reach a peak within 24 to 48 hours.!3 The 
peak rise and duration of the abnormal serum 
enzymes appear to be proportional to the size of 
the infarction and/or continuation of the infarction 
process. Serial specimens of the enzymes, taken 
the day of infarction and again 24 and 48 hours 
later, may be necessary to show the elevations 
indicative of infarction.14.15 

Following a myocardial infarction, both the 
attending physician and the patient are prone to 
incriminate any subsequent chest pain as cardio- 
vascular in origin. This guilt by association can be 
misleading. Further investigation is discouraged, 
and the patient may become a cardiac cripple. 
There are several clinical entities which masquerade 
as a second cardiovascular episode and, if diag- 
nosed, the patient can go on to lead a normal life. 


Post-myocardial-infarction syndrome e In 1956, 
Dressler!® described the post-myocardial-infarction 
syndrome. 

When fever, chest pain, pericarditis, pleurisy, 
and pneumonitis are present after a myocardial 
infarction and have a tendency to recur, it may 
be supposed that a new myocardial infarction or 
pulmonary infarction has occurred. However, these 
symptoms constitute the post-myocardial-infarction 
syndrome.!7 

The cause of this syndrome is unknown but is 
postulated to represent a sensitivity reaction, the 
antigen being produced by the traumatized heart 
muscle. Therapy should not include anticoagulants 
since a hemopericardium may be produced. One 
death has been reported following use of anticoagu- 
lants, when cardiac tamponade resulted.!® Therapy 
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may include salicylates or narcotics for pain, 
Steroids may be used and are specific, causing 
the fever and pain to cease in 24 hours, but re- 
bounds may occur as long as 2 years later. Reassur- 
ance is the most important aspect of therapy. 


Musculoskeletal disorders 


Anterior chest wall syndrome e Another entity 
which may confuse the clinician is the anterior 
chest wall syndrome, described by Prinzmetal and 
Massumi!9 in 1955. The complex may be seen most 
commonly following a myocardial infarction, but 
may also be seen in a healthy individual. The pain 
is continuous and spreads to the anterior chest 
without radiation to the neck, jaw, or arms, but 
is most severe over the precordium and sternum. 
There is exquisite tenderness on finger-tip pressure, 
which is reproducible. The onset may be sudden 
and masquerade as angina or an infarction. The 
pain may be exacerbated by postural changes, such 
as forward or backward bending. Nitroglycerin has 
no effect on the pain. Inspection of the painful 
area does not reveal any change in the color, 
temperature, or texture of the skin. Biopsy of the 
area, however, may show histologic changes of 
lymphocytic infiltration, muscle degeneration, and 
an increase of collagen fibrils. The laboratory studies 
are not characteristic of the syndrome but do mirror 
the underlying cardiac disease when it is present. 
The pain, if not properly handled, may persist for 
months and become incapacitating, requiring re- 
peated doses of narcotics. Steroids or x-ray therapy 
are effective and give relief within a short time. 


The shoulder-hand syndrome e Analogous to 
the anterior chest wall syndrome is the shoulder- 
hand syndrome, summarized by Steinbrocker and 
Argyros.2° The disorder is a reflex neuromuscular 
disturbance of the upper extremity. It appears to 
be the aftermath of a cardiovascular, orthopedic, 
or neurologic condition. In the series of Stein- 
brocker and Argyros, 57 per cent of patients were 
females, with 90 per cent past the age of 50. The 
incidence of the syndrome following myocardial 
infarction has been reported by various observers 
as being 5 to 20 per cent. 

Clinically, it may resemble the pain of the myo- 
cardial infarction. The pain may start as early as 
a week or as late as 7 months following myocardial 
infarction. There is a lack of correlation between 
the size of the infarction and the severity of the 
symptom complex. The syndrome seems to be a 
combination of referred pain from the heart and 
immobility in bed with voluntary or involuntary 
splinting at the shoulder. We rarely encounter this 
complication at Metropolitan Hospital because of 
our liberalized treatment of myocardial infarction, 
which allows for earlier activity. In reviewing the 
cases of myocardial infarction at the Metropolitan 
Hospital covering the period 1957 to 1959, there 
was not one case of the shoulder-hand syndrome 
reported. ACTH or one of the adrenocortical de- 
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rivatives used parenterally will afford dramatic 
relief of pain, often within 24 to 48 hours, with 
concomitant improvement in the range of motion 
and vasomotor disturbances of the affected joints. 


Precordial catch syndrome e In 1955, Miller and 
Texidor”! described the precordial catch syndrome, 
which occurs at rest or during light exercise. The 
pain lasts from 30 seconds to 5 minutes and, similar 
to angina, a vague ache may persist after the acute 
pain has subsided. The pain, however, does not 
radiate from a circumscribed area which is at or 
near the cardiac apex. Improvement of posture may 
relieve the pain, which often occurs when the 
patient is bending over. There is no correlation 
with any organic pathology, and all laboratory 
work is negative. A forced inspiration may produce 
dramatic relief from the pain. 


Other musculoskeletal conditions e The various 
inflammatory conditions of the skin may cause chest 
pain, but are usually quite evident on inspection 
of the bare chest. Herpes zoster, when in the vesicu- 
lar stage, will not cause a problem of diagnosis, but 
the pain of herpes may last long after the skin 
erruptions are gone. The history will be helpful 
in this case. 

In the female, premenstrual swelling of the 
breasts may be the cause of chest pain. The cyclic 
nature of the complaint, as well as the fact that 
the pain is bilateral, is helpful. 

The pectoralis syndrome is seen in kyphotic sub- 
jects. The pectoral muscles become shortened and 
fibrotic, leading to contractures and pain when mo- 
tion is attempted. The coracoid process syndrome 
results from this shortening of the pectoralis minor 
muscle. Here, in addition to the pain in the chest, 
there are pain and numbness down the arm of the 
affected side. Since the brachial plexus and axillary 
artery and vein pass near the insertion of the pec- 
toralis minor into the coracoid process, compression 
of these vital structures is responsible for the symp- 
tomatology. 

Muscular pain is also found in such conditions 
as trichiniasis and dermatomyositis. 

The hyperabduction syndrome is often found in 
painters, greasepit mechanics, or in subjects who 
fall asleep with their arms extended over their 
heads in the hyperabduction position. It is useful 
to keep in mind that neurologic manifestations of 
this type of compression are usually confined to 
the eighth cervical and first thoracic segments, 
whereas a protruded disk usually involves the fifth 
and sixth cervical segments. Arthritis tends to be 
diffused and poorly localized. 

Davis?2 described the root compression syn- 
drome, which has many characteristics in common 
with the pseudoangina pectoris syndrome described 
by Price”? in 1949. The root compression may oc- 
cur anywhere on the chest but is most often bi- 
lateral, frequently localizing to the substernal area 
with the same radiation as angina. There is a defi- 
nite relationship to certain motions or postures and 
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the syndrome is exacerbated by a cough, sneeze, 
strain, or after hours of recumbency, awakening 
the patient from sleep. The cardinal characteristic 
is the reproducibility of the attack by application 
of pressure over the lower cervical or upper tho- 
racic vertebrae, with the same location and distri- 
bution as the spontaneous attacks. There is tender- 
ness over the involved segment of the spine, 
parasternal line, and axillary area. Confirmation of 
the diagnosis is by the dramatic response to therapy, 
which consists of traction with osteopathic manipu- 
lation, and the application of postural correction 
and exercises. 


Xiphoid process and manubriosternal syn- 
dromes e The hypersensitive xiphoid process may 
occur alone or in association with organic con- 
ditions. The pain may radiate up the neck, 
shoulders, or arms, or down the abdonien. It is 
sometimes associated with nausea and pallor. The 
pain is increased by forward or backward bending 
and deep breathing. In addition, the manubrioster- 
nal counterpart may have an associated “click” 
heard with motion. Procaine infiltration into the 
area is the only treatment necessary. 


Thoracic outlet syndromes The neurovascular 
compression syndromes are associated with cervical 
ribs, short scalenus anticus, and narrowed costo- 
sternal areas. The characteristic symptoms develop 
depending upon the neurovascular structure com- 
pressed. 


Costochondral disorders e Tietze’s syndrome in- 
cludes pain and tenderness in the costal cartilage 
and adjacent tissues. There is a nonspecific, non- 
suppurative swelling, usually involving the second 
costal cartilage. Procaine or steroid infiltration will 
usually give rapid and lasting relief. Acute inflam- 
matory reactions at the costochondral and costo- 
sternal junction, as seen in rheumatoid arthritis, 
metastatic carcinoma, trauma, or violent exercise are 
responsible for chest pain many times. It is not 
rare to encounter a young woman who complains 
of anterior chest pain localized to one or more 
costal cartilages near the sternum with no swelling 
or history of trauma following house cleaning, 
raising windows, or unaccustomed lifting. 


Pleural-pulmonary disorders 


Mediastinum e Acute mediastinitis occurs follow- 


ing rupture into the mediastinum by perforation of 
the esophagus after swallowing a foreign body or 
injudicious instrumentation. Chronic mediastinitis 
follows rupture in the mediastinum of a caseous 
tuberculous lymph node. 

Hamman called attention to “spontaneous inter- 
stitial emphysema -of the lungs.” The patient is 
stricken with violent pain over the precordium with 
radiation to the left shoulder and left arm. There 
may be a leukocytosis and slight fever associated. 
This results from rupture of an air sac in a lung 
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that dissects its way back along the bronchi and 
blood vessels and infiltrates the mediastinal tissues. 
The air may extend into the subcutaneous tissues 
into the neck, or may reach the pleural space, pro- 
ducing a pneumothorax. This is essentially a benign 
condition and complete recovery is most likely. 
There are several other causes of spontaneous 
pneumothorax, and all are usually associated with 
dyspnea and pain. 


Pulmonary infarction ¢ Pulmonary infarction, at 
our institution, is seen most frequently following 
surgery. Classically, it occurs on the tenth to four- 
teenth day postoperatively. However, we have 
observed that the most frequent onset is on the 
second to fifth day postoperatively. This is one 
clinical condition which is not diagnosed as fre- 
quently as it occurs. In a recent study,?6 only 7 per 
cent of 606 cases of pulmonary infarction proved 
at autopsy were diagnosed premortem. A high in- 
dex of suspicion is necessary to increase the num- 
ber of cases picked up clinically. The roentgeno- 
gram and electrocardiogram when negative are of 
no value in making the diagnosis or ruling it out. 


Gastrointestinal disorders 


Gastrointestinal disorders may manifest them- 
selves by pain in the lower chest, or they may even 
radiate similarly to angina. Every physician can 
recall admitting a patient to the hospital with a 
suspicion of myocardial infarction, and after in- 
vestigation, signing the patient out with a diag- 
nosis of cholecystitis. Peptic ulcer, pancreatitis, 
hiatal hernia, and the splenic flexure syndrome are 
other subdiaphragmatic causes of chest pain. 


Psychogenic chest pain 


Chest pain of psychogenic origin is one of the 
commonest forms seen, and yet the most difficult 
to prove. The diagnosis usually has to be made by 
exclusion rather than by inclusion. Only a physi- 
cian well grounded in the psychodynamics of hu- 
man behavior will be skilled enough to detect this 
as a functional rather than an organic complaint, 
and even then an attempt must be made to rule 
out an organic cause first.2” 


Summary 


A statistical analysis of 350 case records of pa- 
tients admitted to a 230-bed general hospital with 
the complaint of chest pain is presented. The vari- 
ous clinical entities responsible for chest pain are 
reviewed. Several clinical syndromes which simu- 
late cardiovascular pain are described. 
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Morphologic characteristics 
of striated muscle demonstrated 


by various histologic technics 


W. V. COLE, M.A., D.O., F.A.C.N., A. P. KLINE, 
Ph.D., and J. E. MIELCAREK, M.S., D.O., Kansas 
City, Missouri 


Different histologic technics when applied to the 
same tissue result in the differentiation of various 
microscopic characteristics which are assumed to 
be reflections of underlying differences in the intra- 
cellular structure. It would seem useful to employ 
several histologic technics on one tissue, in this 
case striated muscle, to ascertain what morpho- 
logic structures could be observed. 

To do this technics employing hematoxylin and 
eosin, iron hematoxylin, gallocyanin, gold chloride, 
phase contrast, and the fluorescence microscope 
were used. Ninhydrin was used in association with 
phase contrast observation as a stain because it 
has been described as producing a color reaction 
with amino acids.! 

In general, the biochemist concerned with living 
substance has distrusted the use of ordinary histo- 
logic methods as means of ascertaining the chem- 
ical composition of the cell. This feeling seems 
to result because of the known artifacts which arise 
from the chemical treatment of tissues and because 
of the inexact nature of many reagents used in 
histologic studies. It would nonetheless be de- 
sirable to have at hand accurate methods for 
demonstrating the presence of various chemical 
compounds in the cell. Methods have been de- 
scribed by Glick,? although a note of caution must 
be sounded against relying too exclusively on very 
complicated microchemical technics* for these may 
give rise to artifacts so subtle as to make them 
virtually indetectible. 

This is a brief report of the application of stand- 
ard microscopic methods, including phase contrast 
with and without a stain and the recently devel- 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


oped fluorescence technic, to the cytologic study 
of muscle tissue. 


Methods 


Polarized light was used in photographing the 
stained sections.* A photomicrographic camera was 
used, and negatives developed in Eastman D-11, 
and printed on medium contrast paper. 

The same photographic technic, without the use 
of a polar screen but with a Wratten green filter, 
was used to record the phase contrast prepara- 
tions. Three different phase objectives were used 
in order to test variance in the recorded character- 
istics; these were medium, dark medium, and B- 
minus contrast. 

The tissues, other than those stained by gold 
chloride, fluorescence, or observed by phase meth- 
ods, were fixed in 10 per cent neutral formalin, 
imbedded in paraffin, stained by hematoxylin and 
eosin or by iron hematoxylin, and sectioned at 
5y. When gallocyanin was used as a nuclear stain 
the freezing method of sectioning was used and 
the sections were cut at 10y. Sections prepared 
for phase observation or by the gold chloride 
staining technic were teased, and tissues to be 
stained by gold chloride were fixed in 10 per cent 
citric acid. 

The animals were killed by chloroform, and 
before death the muscles lateral to the transverse 
processes of the midthoracic region were removed 
and either placed in the fixative or examined by 
phase contrast microscopy. 

To demonstrate the presence of the alpha amino 
acids a modification of the method of Berg® was 
selected. The method as originally described uses 
tissue fixed in formalin, and a staining solution 
of 0.2 per cent ninhydrin is applied directly to 
the tissue sections, which are then boiled for 2 
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minutes, teased, mounted in normal saline solu- 
tion, and observed. This method was of slight 
value, because the staining solution of ninhydrin 
did not react with formalin-fixed tissue, although 
it did react readily with fresh tissue, producing 
a dark blue color but yielding inadequate histo- 
logic detail. 

The modified method which was developed to 
observe the effect of ninhydrin is as follows: A 
small piece of fresh muscle was placed in a 1.0 
per cent solution of the dye and stained at room 
temperature as long as 5 days. Preparations at 
12-hour intervals were made and observed by the 
phase contrast method. Photomicrographs were 
made for permanent records and compared to 
the control phase photomicrographs. 

Fluorescence microscopy can be used in the 
study of muscle tissue if the variables in the tech- 
nic are recognized and controlled. The fluoro- 
chrome (dye) used, its age, solvent, concentration, 
pH, combination time with the tissue, length of 
exposure to ultraviolet light, and the wave length 
are variables that must be considered and stand- 
ardized. The type of tissue preparation, that is, 
teased supravital or nonteased in situ, determines 
the specific procedures required to produce visual- 
ization by the fluorescence microscope. 

For rapid examination of fresh muscle tissue, 
biopsy samples can be fluorochromed, teased, and 
observed within 1 minute from the time of re- 
moval. 


Results 


Sections stained with hematoxylin and eosin e 
The morphologic characteristics of skeletal muscle 
demonstrated by this classic method of preparing 
microscopic sections have been amply described. 
Briefly, the nuclei stain clearly, and there is a 
clear differentiation between the connective tissue 
elements, blood vessels, nuclei, and sarcoplasm. 
It is rather difficult to record cross striations by 
photography with this method, especially when 
observed under a magnification of 160 times. Cross 
striations characteristic of skeletal muscle are 
demonstrated, although faintly, when observed 
under magnifications such as 460 times. 


Gallocyanin e This stain acts in a similar manner 
as hematoxylin but seems to be superior when 
used to stain frozen sections. The stain does not 
reveal the differences in the cytoplasmic structure 
of the muscle fiber but makes clear the nuclear 
detail. It is possible that this was due in part to 
the failure of the sarcoplasm to react to the stain 
which resulted in a sharper contrast between the 
nuclear and the sarcoplasmic elements. 


Iron hematoxylin e The striations of the skeletal 
muscle fibers were. demonstrated quite clearly by 
this method. The contrast between the isotropic 
and anisotropic bands was increased by shortening 
the period of destaining. However, this did result 
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in a loss of nuclear detail. The connective tissue 
elements associated with skeletal muscle were not 
differentiated adequately by this method. There - 
were some differences in the staining of the nuclej 
which was attributed to some chance variations 
in destaining process; in spite of this, nuclear 
detail was adequate (Fig. 1). 


Gold chloride e This staining method was de- 
signed by Ranvier® primarily to differentiate neural 
from muscular tissues; but results show that it has 
some use in staining the cytoplasmic detail of 
muscle cells. The differentiation between the neural 
and muscular elements in teased preparations is 
quite clear. The differentiation of the isotropic and 
the anisotropic bands of the sarcomere was sharp, 
although the minute detail of these bands is not 
clear (Fig. 2). 


Phase-contrast observation e The nuclei are not 
well shown by this kind of microscopy but can be 
adequately focused with the loss of sarcoplasmic 
detail. A comparison of the photomicrographs dem- 
onstrates the fact that different details are empha- 
sized by using different kinds of phase contrast 
microscopy. The anisotropic and isotropic disks 
— clearly by this method (Figs. 3 
to 7). 

By B-minus phase-contrast observation, the de- 
tail of the disks can be observed. The sarcomere 
extends from A to B in Figure 5, and bisecting 
this area there is the M line. A slightly different 
focus due to the curve of the muscle fiber is 
apparently responsible for the change in character 
of the disks across the muscle fiber. Cowdry’ stated 
that the terminology of letters used to designate 
the various transverse lines of the sarcomere is 
confusing and complicated, and so the attempt 
will be made in this report to avoid their use. 

Medium phase-contrast observation is similar in 
effect to the one last described. However, there 
is more contrast between the isotropic and the 
anisotropic disks, and the dark thin line limiting 
the sarcomere can be seen in more detail. 

Dark medium phase-contrast observation shows to 
a better advantage the detail of the disks although 
apparently there is less contrast between them. 
The lateral limits of the muscle fiber are well 
differentiated, as are the details of the isotropic 
and the anisotropic disks. 

With phase-contrast observation after staining 
with ninhydrin, staining for 12 hours clearly showed 
the longitudinal striations of the muscle fiber, the 
myofibrillae. The nuclei of the muscle fiber were 
also demarcated, but the cross striations were not 
as well differentiated as in the unstained sections. 

After 24 hours the myofibrillae stained more 
intensely but the cross striations were still not 
demonstrated very clearly. In some sections the 
nuclei of the muscle fiber could be seen; however, 
the staining reaction was too heavy to show nuclear 
details clearly (Figs. 7 and 8). 

After 36 hours of staining with ninhydrin the 
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Fig. |. Striated muscle, X960, stained with iron hematoxylin. The 
cross striations are demonstrated as well as the nuclei. Fig. 2. 
Striated muscle and the myoneural junction, X960. Preparation 
stained with gold chloride, and demonstrating the nerve ele- 
ments which stain black and the muscle elements which stain red 
or blue. The cross striations of the muscle are shown but the 
nuclei are not demonstrated. Figs. 3, 4, and 5. Striated muscle, 
X960. Fresh unstained muscle fiber, photographed within 5 
minutes after removal. Figure 3 demonstrates the effect of the 
dark phase-contrast objective; Figure 4, B-minus contrast 
objective; and Figure 5, a medium phase-contrast objective. 
Figs. 6 and 7. Striated muscle, X400. The photographs were 
taken of the same microscopic field. Figure 6 is in negative 
phase-contrast in which the light-dark relations are reversed. 
Figure 7 was taken in positive phase contrast. This technic uses 
the Heine condensor which permits the use of a single objective 
on the microscope. Fig. 8. Striated muscle, X400. Ninhydrin- 
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stained muscle photographed with positive phase contrast. Cross 
striations of the muscle fiber and the myofibrils are demon- 
strated. Fig. 9. Myofibrillae of striated muscle, X-960. Fibers 
were stained with ninhydrin and photographed with medium 
phase-contrast objectives. Fig. 10. Striated muscle, X100. Muscle 
fibers were fluoresced by the use of acridine orange, cori- 
phosphene, and entozon granulate (see Table |). Cross striations 
are not demonstrated but the nuclei are clearly defined. 
Fig. 11. Myoneural junction, X100 and slightly enlarged, stained 
with gold chloride. Although the tissue was "stained" with 
acridine orange, ordinary light was used to photograph the sec- 
tion and consequently the details of the muscle are not shown. 
Fig. 12. Myoneural junction, X100. The photograph is of the 
same tissue as that in Fig. 11, but ultraviolet light was used, 
and, therefore, in this picture the details of the muscle and the 
nuclei of the myoneural junction and the muscle fibers are dem- 
onstrated. 
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structure of the myofibrillae was demonstrated. 
The erratic position of the myofibrillae is probably 
an artifact, but it does allow a comparison of the 
size of the fibrils with the muscle fiber which fills 
the microscopic field. In this section the cross 
striations of the myofibrillae are seen and appear 
similar to those described by Szent-Gyorgi® (Fig. 
9). 

When the staining was continued for 5 days the 
reaction was more intense; however, nothing new 
was revealed that could not as well be seen after 
any of the shorter staining periods. 


Fluorescence microscopy e Methods for fluoro- 


chroming and counter-fluorochroming are given in 
Table 1.9 


TABLE I—EFFECTIVE FLUOROCHROMING FOR MUSCLE 


Fluoro- Fluorescence observed 


Dye or chroming (wave length— 
dyes time 3700A ) 
1. Coriphosphine 30 sec. Fibers: distinct light green 
C.I. no. 46020 Nuclei of muscle and 
2. Rinse in Ringer’s 30 sec. connective tissue: 
solution 


distinct pale green (well 
differentiated from 
fibers) or orange 


1. Acridine orange 30 sec. Fibers: distinct light green 


C.I. no. 46005 Nuclei muscle: yellow 

2. Rinse in Ringer’s 30sec. green 

solution Nuclei connective tissue 
cells: green or orange 

1. Rhodamine B 30 sec. Muscle fibers: orange 

C.I. no. 45170 yellow 
Rinse 30 sec. Nuclei: intense yellow 

2. Berberine 30 sec. Connective tissue fibers: 

C.I. no. 1237 pale red 
Rinse 30 sec. Endothelial cytoplasm: 

3. Coriphosphine 30sec. pale red 
C.I. no. 46020 
Rinse 30 sec. 

1. Coriphosphine 30 sec. Muscle fibers: light green 
C.I. no. 46020 Nuclei: yellow 
Rinse 30 sec. Connective tissue: pale red 

2. Berberine 30 sec. Endothelial cytoplasm: 
C.I. no. 1237 pale red 
Rinse 30 sec. Endothelial nuclei distinct 

3. Erythrosin B 30 sec. in blood vessels 
C.I. no. 45430 
Rinse 45430 30 sec. 

1. Acridine orange 30 sec. Muscle fibers: green 
C.I. no. 46005 Nuclei: extremely intense 
Rinse 30 sec. yellow or orange, with 

2. Coriphosphine 30sec. very distinct outlines 
C.I. no. 46020 
Rinse 30 sec. 

3. Entozon Granulate 30 sec. 

C.I. no. 12040 
Rinse 30 sec. 

1. Coriphosphine 30sec. Muscle fibers: blue-green 
C.I. no. 46020 Nerve fibers: yellow 
Rinse 30 sec. Connective tissue: brown 

2. Entozon granulate 30 sec. or yellow 
C.I. no. 12040 Nuclei: yellow (not 

intense ) 


Reflected light fluorescence microscopy is pref- 
erable to transmitted fluorescence in many cases 
(that is, with biopsy preparations) because of the 
thickness of the tissue. Furthermore, surfaces of 
muscles in situ can be studied to advantage for 
morphologic details. 

Teased supravital preparations of muscle fol- 
lowing fluorochroming show the position of the 
nuclei but not the chromatin pattern. Changing 
the position of the reflecting mirror will demon- 
strate the cross striations. The method is excellent 
for the differentiation of the connective, vascular, 
and nuclear elements of the teased muscle prepa- 
ration. In combination with gold chloride the 
nuclear elements of the myoneural junction and 


plasmodesmata can be demonstrated (Figs. 10 to 
12). 


Discussion 


It does not seem pertinent to discuss in detail 
the characteristics of striated muscle because the 
intent of this experiment has been to compare 
methods of preparation only. It does, however, 
seem proper to attempt an explanation of the 
staining reaction of fresh muscle by ninhydrin 
and fluorochromes. 

' Ninhydrin as an indicator has been used for 
some time, as it is specific for peptones, peptides, 
and amino acids which possess free carboxyl and 
alpha amino groups. The reaction in such a test 
consists of the addition of the ninhydrin (triketo- 
hydrindene hydrate) to the solution being tested, 
followed by boiling for 2 minutes with the pro- 
duction of a blue color. 

The presence of amino acids and protein sub- 
stances in living cells has been mentioned from 
the chemical standpoint, but the histologic arrange- 
ment or location of these substances has received 
less attention. The results of this brief investigation 
suggest several possibilities as to the topographic 
arrangement of the amino acid elements of the 
muscle cell. 

In contractile tissue the arrangement of the 
reactive material was apparently along the axis 
of the muscle fiber, and seemed to be associated 
with the myofibrillae. This is in agreement with 
existing theories as described by Herber.!® 

With this evidence at hand it is interesting to 
speculate as to the accuracy of the interpretation 
of routinely stained histologic sections. It is proba- 
ble that most of the cellular structures observed 
are the results of chemical processes that are 
interrupted by the death of the animal and of 
the action of strong fixing agents on them. 

Ninhydrin staining seems to show more detail 
in the cytoarchitecture of the muscle fiber and 
seems to indicate that similar investigations on 
other tissues and organs are in order. 
Fluorescence microscopy of tissue utilizes the 
production of visual fluorescence resulting from 
the excitations of dyes and tissue-dye complexes 
by various wave lengths of ultraviolet light. There- 
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fore, fluorescence microscopy is not a classic stain- 
ing process. 

There are advantages in using this process. De- 
tails of morphologic structures can be clearly 
delinated, and the resolution is good. Relatively 
nontoxic dyes are used in very low concentrations. 
Visualization of tissue components is good if the 
variables in the technic are controlled, and fixation 
of the tissues which are to be examined is not re- 
quired. 

Fluorescence microscopy is a process with sev- 
eral applications. Its use in electrocytologic studies 
has been described by Singer.!! The application 
of fluorescence microscopy to studies of nucleic 
acids has been demonstrated by Von Bertalanffy.!? 
Coons!* has applied fluorescence microscopy to 
problems of antigen-antibody reactions. 


Summary 


Various histologic technics, including fluorescence 
microscopy, which have been used to demonstrate 
certain morphologic characteristics of striated mus- 
cle have been described. No one method is ade- 
quate to show all of the details of the tissue; 
however, a process can be selected that will ade- 
quately demonstrate the structure that is desired. 


Part of the work was done by one of us (A.P.K.) 
in the biochemical laboratory of the Northeast 
Missouri State Teachers College, and the rest in 
the research department of the Kansas City College 
of Osteopathy and Surgery. The project was sup- 
ported in part by the Bureau of Research of the 
American Osteopathic Association. 
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Diagnosis by 


the colposcopic examination 


JOHN A. VOORHEES, D.O., Oklahoma City, 
Oklahoma 


For those unfamiliar with the term a brief explana- 
tion of colposcopy is probably in order. Colposcopy 
is the visual examination of the uterine cervix, cer- 
vical canal, and vaginal cuff with an instrument 
which allows a varying magnification and brilliant 
illumination. No part of the instrument is inserted 
into or even touches the patient so the examination 
is no more uncomfortable than the usual speculum 
visualization of the cervix. 

Colposcopy was developed by Hinselmann! only 
a little more than 30 years ago, and since that first 
paper large volumes of literature on the subject 
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have been compiled. However, because of a pauci- 
ty of information available in English and a lack 
of training facilities in the English-speaking coun- 
tries, the use of the colposcope is very limited in 
this country. It is extremely surprising to European 
and South American gynecologists that colposcopy 
is practically unknown in the United States. 

Without going into the numerous advantages of 
the colposcopic examination or attempting to cor- 
relate colposcopic findings with histopathology, I 
would like to describe the examination and picture 
the most frequently found changes. For a further 
discussion of the colposcopic findings, histopatho- 
logic correlation, and classification of epithelial 
atypism, I would refer the reader to a new book 
by Bolten.” 
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Fig. 1. Displaced columnar epithelium showing papillary "grape- 
like" arrangement. This is the most common cause of the freely 
bleeding ‘'suspicious looking" areas of the cervix. A is the 
papillary columnar epithelium; B, the gland openings; C, 
small nabothian cysts; and D, an air bubble in clear mucus 
at the externa! os. 


In the performance of the colposcopic examina- 
tion the patient is draped, as for the routine specu- 
lum examination, in the dorsal lithotomy position. 
Preferably the colposcopic examination is done 
prior to the bimanual examination, as the trauma 
of the digital examination could possibly change 
the delicate epithelial patterns and alter any cer- 
vical discharge present. 


Fig. 2. Transformation zone, so called because a previous area 
of papillary ectopia is being transformed to one of squamous 
epithelium by a healing process. A is normal squamous 
epithelium; B, islands of young thin squamous epithelium 
overgrowing the area of papillary ectopia; C, increased vas- 
cularity due to the healing process; D, a small gland opening; 
E, small true erosion or “erosio vera"; and F, menstrual blood. 
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The cervix is exposed with the speculum and, 
prior to any cleansing, is examined with the colpo. 
scope to allow notation of the nature of the endo. 
cervical and cervical mucus. 

Next the cervix is gently cleaned with dry cotton 
balls, being very careful not to traumatize the sur- 
face epithelium, and the cervix is again examined 
over its entire surface including the vaginal cuff, 
As the most common sites of pathologic change are 
the external os and the squamocolumnar junction, 
special attention is given to this area. At this time 
note is made of any area of tissue which does not 
appear normal, to allow closer attention to its 
character following the application of the stains, 
Attention is also given to any apparent changes in 
vascularization of the cervix, as abnormal and bi- 
zarre vessel formation is one the colposcopic cri- 
teria for the diagnosis of carcinoma.? Use of the 


Fig. 3. Nabothian cyst. A is an air bubble in mucus at external 
os; B is a gland opening; C, normal appearing vessels over- 
lying cyst cavity; and D, a light reflection. 


green filter at this time enhances the contrast of 
the vessels and frequently aids in differentiation of 
the normal from the abnormal. 

Following the unstained examination the cervix 
is freely painted with a 2 per cent acetic acid solu- 
tion and the observation repeated. The action of 
the acetic acid is to coagulate mucus, cause the 
expression of alkaline mucus from within glands,* 
and produce a swelling of the tissues. This proce- 
dure serves to produce a marked increase in the 
papillary “grapelike” appearance of ectopically lo- 
cated columnar epithelium, and make very prom- 
inent the previously vague gland openings. As the 
effect of this stain fades within approximately 2 
minutes it may be necessary to repeat it. 

Following the acetic acid.the cervix is next 
stained with Schiller’s iodine solution (iodine, 10 
grams; potassium iodide, 20 grams; and water of 
sufficient quantity, up to 300 cc.). Without going 
deeply into the mechanism of this stain, suffice it to 
say that normal cervical squamous epithelium stains 
a deep mahogany brown while atypical epithelium 
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remains relatively unstained, depending on the de- 
gree of atypism, and pink areas of columnar epi- 
thelium remain unchanged. Various benign changes 
remain unstained or partially stained; so Schiller’s 
test is only of value in colposcopy to allow exclu- 
sion of definitely benign but unstained areas and 


sharply delineate any previously seen areas of . 


atypical epithelium. 

At this time a specially designed, self-retain- 
ing cervical speculum* is introduced and gently 
opened. This allows the painless examination of 
the cervical canal, which frequently reveals the 
cause of previously obscure trouble, such as un- 
suspected endocervical polyps, purulent endocer- 
vical mucus indicating an endocervicitis, or par- 
ticles of pus suspended in clear cervical mucus 
indicating a true endometritis. 

The examination as described sounds quite time- 
consuming; so it should be pointed out that the 
entire colposcopic examination generally takes less 
than 5 minutes and is actually time-saving as it 
eliminates unnecessary biopsies or cytologic smears. 
Approximately 85 per cent of all gynecology pa- 
tients exhibit some changes in the cervical area. It 
is usually most difficult to evaluate the nature of 
these changes with the naked eye; so it should 
be emphasized that the colposcopic examination 
should be a part of the routine gynecologic exam- 
ination and not reserved just for “suspicious” or 
“eroded” cervices, or those showing positive cytol- 
ogy. It has been found that in 90 per cent of cases 
of preclinical cervical cancer the cervix is normal 
on gross inspection.* 


*Martin Selbsthalte speculum, Vogel, Medizinshe Instrumente, Gies- 
sen-Lahn, Taunus Anlage, West Germany. 


Fig. 4. Large area of leukoplakia, showing transition from leu- 
koplakia base to coarse mosaic leukoplakia. A is “trough” 
mosaic leukoplakia, and biopsy from this area revealed car- 
cinoma in situ; B is mosaic leukoplakia; C, transition from leu- 
koplakia base to mosaic; D, the external os; and E, lateral 
border of leukoplakia showing very sharp change to normal 
squamous epithelium. 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


Fig. 5. Clinical carcinoma in the area from 3:00 to 6:00 
o'clock. On gross inspection the red bleeding area at 7:00 
o'clock had appeared suspicious, and a biopsy taken from this 
area was reported negative. Note the large bizarre vessel 
formation, “adaptive vascular hypertrophy," which gave the 
clue to malignant change in this area. 


Figures 1 through 5 are a few illustrations of 
colposcopic changes which have been chosen be- 
cause of their clear-cut changes. It must be em- 
phasized that all combinations of the changes may 
be found on a single cervix. 


Summary 


The technic of the colposcopic examination for 
the differential diagnosis of diseases of the uterine 
cervix has been described and representative pic- 
tures of changes seen presented. 3708 Indiana Place 


I would like to express my sincere appreciation to 
Dr. Karl Bolten for his assistance and supervision 
in the preparation of this paper, and also to Dr. 


- Bolten and Abbott Laboratories for their kind 


permission to reproduce the pictures which first 
appeared in What's New, “Atlas of Colposcopy,” 
in September 1959, published by Abbott Labora- 
tories, taken from the book Introduction to Col- 
poscopy by Dr. Bolten. 
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Management of chronic cervical 


sprain and strain due to 


ARNOLD GERBER, D.O., M.Sc. (Orth.,) 
F.A.C.O.S.,* and LAWRENCE E. MILLER, B.S., 
D.O.,+ Philadelphia, Pennsylvania 


In reviewing the literature published in major 
journals in the past 10 years, the term “whiplash” 
has been seen more and more often as describing 
a common injury; however, little or no definitive 
therapy has been outlined. The purpose of this 
paper is to describe a treatment and the results 
obtained in cervical lesions caused by this type 
of injury. 

In our series, there were 16 patients who were 
admitted for what we call chronic cervical sprain 
and strain, post-traumatic, due to whiplash mech- 
anism. In each case, the trauma was caused by an 
automobile accident. There were no gross osseous 
abnormalities on x-ray except for variable degrees 
of spondylosis. 


Pathogenesis 


The mechanism involved in a majority of cases 
reviewed here is a sudden forward motion of the 
body caused by a force from the rear (rear-end 
collision with the patient’s vehicle at standstill), 
with a momentary posterior lag of the head and 
neck. Actually, the head and neck are at a stand- 
still as the body moves rapidly forward. There is 
a sudden forceful extension of the neck, which is 
quickly followed by flexion of the cervical spine as 
the head is whipped forward from its posterior or 
backward position. The degree of movement in ex- 
tension and flexion is evaluated as showing that 
the extension is less forceful than the flexion. 

Figure 1 describes the altering force from the 


*Head of the Department of Surgery, and Chairman of the Ortho- 
pedic Division, Metropolitan Hospital. 
tSecond-year resident in ortheopedic surgery, Metropolitan Hospital. 
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whiplash mechanism 


rear as a result of a rear-end collision. The opposite 
can also occur (Fig. 2), with the sudden stop af- 
fecting the body and the forward movement being 
continued in the head and neck, as when accelerat- 
ing a car at high speed and stopping very suddenly, 
or merely slipping on the pavement or ice. The 
degree of injury naturally is dependent on the 
speed of acceleration. 

Sprain and strain result from this injury, because 
of the acute spontaneous flexion or extension force 
as well as the reverse movement of recoil function, 
depending on which motion of the cervical area is 
initiated. A majority of opinion indicates that the 
primary problem is usually the result of the recoil 
rather than the first thrust or motion. 

The force which is exerted on the head is tre- 
mendous. The neck is a rotating, extending, flexing, 
and side-bending joint which is therefore extremely 
mobile, supporting the average head which weighs 
approximately 8 to 9 pounds, with the base of the 
neck, the fulcrum, and the forehead being used as 
the lever. It is possible, as has been reported in 
connection with airplane accidents, for the head 
of the victim to be found a hundred yards or more 
away from the body, which is still in the wrecked 
plane. This, however, occurs only at extremely 
high speeds. In the more routine auto accident in- 
juries, the great flexibility of the cervical spine 
fortunately gives protection against fractures and 
dislocations, even though the strain and sprain are 
produced. The greater the acceleration, the greater 
the snap of the neck. There is no support at this 

time, because the muscles of the neck are relaxed. 
Damage is done by both the hyperflexion and the 
hyperextension; however, hyperflexion is a compen- 
sation to overcome hyperextension. Were it not for 
the compensatory mechanism, even greater damage 
would occur. 

Regardless of the initiating force, if the car is 
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Fig. |. A is a representation of the normal sitting position in 
an automobile. B shows the acute hyperextension which is the 
first result of a rear-end collision, while C shows the acute hy- 
perflexion which follows as a recoil motion. 


Fig. 2. As in Figure |, A represents the normal sitting position 
in an automobile. B shows the acute hyperflexion which first 
follows a sudden stop after rather high acceleration, and 
C shows the recoil function, acute hyperextension. 


standing still and is struck from behind, or is going 
forward and strikes an object, varying pathologic 
changes will result. In the former, the strain and 
sprain are common, and frequently are called 
“whiplash” injuries; in the latter, the degree of force 
may exceed the strength of the ligamentous and 
osseous structures, and the severe hyperflexion in- 
jury would result, with fracture and cord disrup- 
tion. 

The pathologic changes that may evolve from 
hyperflexion and hyperextension are multiple and 


Fig. 3. A view of the normal cervical’ arch, as shown in view 
A in Figures | and 2. 
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difficult at times to evaluate. If the violence of the 
injury is severe enough, this eliminates use of the 
terms “chronic cervical sprain and strain, post- 
traumatic, due to whiplash,” and puts the injury 
into the category of acute hyperflexion syndrome, 
or fracture, dislocation, or even herniated disk. 
Bony complications include fractures of the spinous 
process and pedicle, and also forceful compression 
fractures of the vertebral bodies, accompanied by 
acute hyperflexion. Although the vertebral bodies 
are strong enough to withstand much trauma, the 
acuteness of the situation, plus the extensive hyper- 
flexion and extension, will cause a maximum of 
damage. The pathology of cervical sprain and 
strain is entirely soft tissue injury. There is a 
stretching of the cervical muscles, ligamentous and 
capsular tearing, fascial plane tearing, and even 
rupture of the smaller blood vessels. . 

It is our opinion that lesioning occurs in the 
arthrodials. This becomes more evident with ‘the 
chronicity of the problem, and it is the basis of 
our present treatment. The entire ligamentous 
structure can be sprained; possible cartilaginous 
damage with minimal subluxation or even hernia- 
tion of an intervertebral disk may occur. This last 
also takes the injury out of the “sprain and strain” 
classification. 

A post-traumatic neurosis or hysteria may also 
be present. Especially when litigation is one of the 
complicating factors, a patient’s recovery is very 
slow. However, it seems that he gets well excep- 
tionally fast and has no more symptoms as soon as 
there has been a settlement of the case. 


Symptoms 


The examination findings from a cervicai strain 
and sprain, post-traumatic, due to whiplash injury, 
are very complex. The first thing is to take a very 
adequate history. It is important to remember that 
symptoms which can disable a patient may crop 
up years after the trauma. Naturally, it is necessary 
to know if all the positive findings are caused by 
the recent accident or stem back to before that time. 
The most pertinent findings usually include pain 
in the neck on either one or both sides, with radia- 
tion to the suboccipital area or down the spine into 
the shoulders. The pain may be constant or inter- 
mittent. There is restriction of motion of the cervi- 
cal spine on flexion, extension, side-bending, or 
rotation to either side, with palpatory tenderness 
over the middle and lower cervical musculature. 
The patient may have experienced a dazed or be- 
wildered sensation, which followed the accident 
immediately or even up to 24 hours later. Neu- 
rologically, the patients are negative. 

After a complete history is taken, the physical 
examination may be evaluated thoroughly. Again, 
this should be just as complete, both for helping to 
evaluate the patient and from the litigation stand- 
point. All neurologic tests should be performed, 
along with other examinations. 

The history and physical examination, along 
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Fig. 4. The cervical arch as it appears when the head is in 
extreme hyperflexion, showing the maximum compression force 
taking place at the fifth and sixth cervical levels. 


with the x-ray findings in this particular type of 
case, will help to diagnose this injury. 


Case reports 


The following are two typical cases: 


Case 1 e A 38-year-old man was admitted with pain 


Fig. 5. The cervical arch as it appears when the head is in 
extreme hyperextension, showing the maximum compression force 
at the fifth and sixth cervical levels. 
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in the left side of the neck, radiating into the suboc- 
cipital area from the first thoracic vertebra. This 
first came on, to a mild degree, after an accident 
in which the other automobile hit the patient's 
auto broadside. This was 3 months prior to admis- 
sion. The pain was intensified after another acci- 
dent 6 weeks prior to admission when his auto was 
struck from behind. The pain was constant and 
aching in nature. 

On physical examination there was no pain, 
paraesthesia, or weakness in the arms: or legs. The 
patient’s posture was good, although there ap- 
peared to be a loss of cervical lordosis. He was an 
extremely well-developed male. There was good, 
active motion of the cervical spine. Pain was noted 
in the left paracervical area on side-bending to the 
left or right, and there was a very positive response 
to Spurling’s test on the left side. Sharp pain was 
induced at the extremes of all passive motions. All 
reflexes were equal and active. There was palpatory 
tenderness of the first thoracic and fourth cervical 
vertebrae on the left. No superclavicular abnormal- 
ities were noted, and shoulders were negative for 
pathologic change. There was no muscle atrophy 
or sensory aberration, and the radial pulse was 
normal on elevation. Roentgenograms taken of the 
cervical area are reproduced in Figure 6. 

Treatment consisted of manipulation of the cer- 
vical spine under general anesthesia, followed by 
4 days of traction. The patient has had excellent 
results since the manipulation; there is no suboccip- 
ital pain and no cervical restriction or pain. 


Case 2 e This patient, a man 32 years of age, was 
admitted with pain in the neck with minimal spread 
into the right shoulder. Constant suboccipital pain 
had been present since an automobile accident 
with a whiplash type of injury. He had been treated 
with a Thomas collar, diathermy, and injections. 
Six months after the accident, the patient had pain 
on active and passive motion of the cervical spine. 
There was minimal palpatory tenderness over the 
middle and lower cervical musculature. X-rays 
(Fig. 7) indicated minimal degenerative arthritic 
changes. Treatment consisted of manipulation of 
the cervical spine under anesthesia, followed by 
cervical traction for 4 days. The patient had an ex- 
cellent result for 2 months, then a minimal recur- 
rence of occasional pain in the left scapular area, 
There was no suboccipital pain and no cervical 
restriction or pain. 


Treatment 


Immediately after the accident has occurred the 
therapy is rest. The patient is placed in cervical 
traction for up to 1 week, followed by soft-tissue 
manipulation, physical therapy which includes dia- 
thermy and ultrasound, and a Thomas collar. The 
main objective is to decrease the edema in the 
cervical region and bring about maximum healing 
of the tearing and stretching. 

Unfortunately, most patients are first seen in the 
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Fig. 6. A view of the cervical spine of the patient in Case |. 


chronic phase, with a history of long disability and 
lack of results with the accepted form of treatment. 
Because of this lack of previous response we started 
using manipulation of the cervical spine under 
anesthesia. The rationale for the procedure is that 
the whiplash mechanism induces a tear of the mus- 
cles and ligaments with hemorrhage. The hemor- 
rhage becomes fibrotic with organization, and ad- 
hesive formation occurs. There is also capsular 
arthrodial damage with mechanical derangement of 
the arthrodials, and secondary muscular spasm. 
The musculature is in part responsible for the 
derangement of the arthrodials. 

The patient is anesthetized with intravenous 
Pentothal sodium and curare is given for complete 
relaxation of the musculature. If the manipulation 
is attempted without complete relaxation, the en- 
tire procedure will be ineffective. Any individual 
with or without a strain and sprain, having a pain 
in the cervical region, will tend to tighten the 
musculature on palpation, and complete rotation 
of the neck is then almost impossible. When re- 
laxation has been obtained, with very gentle mo- 
tion the cervical spine is taken through its normal 
range with movement in all segments. The patient 
is then returned to his room and placed in cervical 
traction with sandbags on either side of the neck 
for 3 to 4 days. The only medication given is 
aspirin. The reason for traction and sandbags is 
to maintain the patient at complete rest until there 
is full recovery from manipulation. It should be 
remembered that treatment of this type can only 
be instituted if there are no other abnormalities, 
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such as a true subluxation, fracture, or dislocation. 

Here at Metropolitan Hospital, we have had 25 
patients with cervical disorders who were treated 
by manipulation under anesthesia. Of these, only 
12 were true cases of sprain and strain, post-tr2u- 
matic, due to whiplash. However, in discussion of 
our project with others, 4 more cases of cervical 
strains and sprains were added, making a total of 
16 cases which we can report. The study covers the 
past 3 years, with complete follow-up so far by 
either the authors or the other physicians involved. 
Of the 16 cases, 14 patients are completely symp- 
tom-free at this writing. They were completely free 
of pain within 4 days after the procedure and have 
remained so thus far. 

As for the other two patients, one has a suit 
pending and is still complaining of his same symp- 
toms, but to a lesser degree. The last patient in- 
volved was treated by another physician.’ His first 
manipulation had excellent results as the patient 
stated she had no pain at all. However, cervical 
traction was then applied incorrectly by a nurse 
a few hours after the procedure was accomplished, 
and the patient was twisted into an awkward posi- 
tion. The next morning she had her old pain back. 
She was remanipulated 2 days later and now feels 
as good as before the accident. We are. considering 
this a good result. 

Therefore, of the 16 cases in question, we have 
93.75 per cent good results, and we think this can 
be improved. It must be stated that no controls 
were run on this study. 


Fig. 7. A view of the cervical spine of the patient in Case 2, 
showing minimal degenerative arthritic changes. a 
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Summary 


Chronic cervical sprain and strain, post-trau- 
matic, due to whiplash mechanism, has been mark- 
edly benefited, in our hands, by manipulation under 
anesthesia with mobilization of all cervical seg- 
ments. This has proved an effective form of therapy 
for this persistent and disabling problem. 
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t and lications, 


infant associated with Pseudomonas 


BERNARD KAY, D.O.,+ and MYRON S. MAGEN, 
D.O.,4 Des Moines, Iowa 


While there has been a marked reduction in mor- 
tality in acute appendicitis concomitant with rapid 
advances in surgical and antibiotic therapy, this 
does not hold true for those cases seen in infancy. 
In addition, the presence of a coexisting disease 
renders the diagnosis of acute appendicitis more 
difficult and increases the incidence of perforation. 
It is the purpose of this paper to present a case 
of acute appendicitis with perforation in a pre- 
mature white male infant, complicated by Pseu- 
domonas septicemia and agranulocytosis. 


Case report 


A white male premature infant was delivered in 
a car in the parking lot of the hospital on December 
18, 1958. He was admitted to the pediatric ward 
and placed in an incubator for warmth. Initial 
examination revealed an active premature infant, 
whose color was pink and cry was strong. The 
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septicemia and agranulocytosis* 


muscle tone was good with reflexes being reported 
as normal. The cardiac rate was 136 per minute, 
and the rhythm and intensity were normal. No 
respiratory distress was evident. 

The mother was a gravida I para 0, in apparent 
good health. The father was in the Armed Forces; 
the mother had been under obstetric care since the 
fourth month of gestation in another state. The 
exact length of the pregnancy was unknown, but 
it was estimated that the patient was in the seventh 
calendar month. The mother’s blood type was A+. 
Labor had started 3 hours before delivery. 

Routine nursery care was instituted with the ad- 
dition of chloramphenicol, 25 mg. intramuscularly 
every 12 hours, and penicillin, 150,000 units intra- 
muscularly every 12 hours. Feedings were withheld 
for the first 24 hours. On the second hospital day 
(December 20), when the first weight was ob- 
tained, the infant weighed 3 pounds 11 ounces. 
Feedings were started at 24 hours of age and the 
infant sucked well with all feedings being retained. 

Antibiotic therapy was discontinued on the fifth 
hospital day (December 23). The infant’s condi- 
tion was apparently good until the eighth day when 
slight icterus was noted and sucking appeared to 
tire the infant. At this time nasogastric tube feed- 
ing was instituted. That evening the infant's rectal 
temperature elevated to 100 F. Weight at this time 
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was 3 pounds 15 ounces. On the tenth day of life 
the infant’s weight was 4 pounds and his condition 
appeared to be satisfactory, when he suddenly be- 
came cyanotic with marked abdominal distention. 
Blood cultures were drawn and antibiotics reinsti- 
tuted. X-ray examinations in both supine and erect 
positions suggested a possible adynamic ileus or 
partial obstruction in the small intestine. Labora- 
tory examination at this time revealed the follow- 
ing: erythrocytes, 5,800,000; volume of packed 
cells, 55 per cent; hemoglobin, 16 grams; and leu- 
kocytes, 1,500, with a differential count of 4 per 
cent segmented neutrophils, 92 per cent lympho- 
cytes, and 4 per cent moncytes. Ten normoblasts 
were seen. 

Continuous Wangensteen suction at 90 mm. of 
water pressure was instituted. Fifty cc. of plasma 
were administered intravenously, followed by 150 
ce. of 5 per cent dextrose in 0.45 per cent saline, 
with Terramycin and Solu-Cortef added to the 
fluid. 

The clinical course was downhill, and the infant 
died 9% hours after the acute onset on the tenth 
day of life. 

At an autopsy performed by Dr. L. Ficke, no 
external anomalies were noted, nor were there any 
demonstrable cardiac anomalies. The lungs showed 
moderate to marked congestion. The small intestine 
contained a moderate amount of air. The appendix 
was discolored and appeared covered by a fibrinous 
exudate. The large intestine was inflamed at the 
splenic flexure, and it contained only small amounts 
of soft bile-stained material. The gallbladder and 
liver were normal in size, shape, and position. Small 
hemorrhagic areas were present in the wall of the 
stomach. The pancreas and spleen were normal. 
The adrenal glands and kidneys showed no marked 
gross changes. The cerebral cortex was congested. 
The falx cerebri and tentorium cerebelli were in- 
tact. No evidence of intracranial hemorrhage was 
present. 

On microscopic examination, sections of the ap- 
pendix and descending colon showed an inflamma- 
tory reaction with necrosis and loss of structural 
detail in the mucosa, submucosa, and muscularis. 
The serosa was hyperemic. Sections of the lung 
showed areas of atelectasis. Some ‘of the dilated 
alveoli contained an acellular exudate, and there 
were some areas showing intra-alveolar pulmonary 
hemorrhage. Sections of the kidney, pancreas, and 
adrenals showed no marked histologic variation 
from normal. Sections of the spleen showed the 
sinusoids to contain few erythrocytes, and there 
was an apparent decrease in the size of the mal- 
pighian corpuscles. Sections of the liver showed 
the lobular pattern to be intact with an absence of 
extramedullary hematopoiesis. Sections of the mar- 
row from the sternum showed metamyelocytes and 
a moderate number of mature granulocytes. The 
final diagnosis: (1) Prematurity, (2) agranulocy- 
tosis, cause undetermined, (3) acute appendicitis 
and colitis, and (4) atelectasis and pulmonary con- 
gestion. 
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Unfortunately, the signs and symptoms of 
acute appendicitis in infancy may 
be masked, particularly when coexisting 
infection is present. The degree 


of fever is of little value in the 
e diagnosis of appendicitis, as it is in 
most infections in the newborn. X-ray 
examination is possibly of some value 


Blood cultures 48 hours later produced Pseudo- 
monas aeruginosa. 


Discussion 


The diagnosis of acute appendicitis in infancy is 
fraught with difficulty. The cardinal manifestations, 
such as abdominal pain, vomiting, and localized 
tenderness, may be exceedingly difficult to elicit. In 
addition, the coexistence of other infections such as 
enterocolitis or septicemia may complicate the 
situation.? 

In infants under 2 years of age the reported 
incidence varies, but in one report it is stated at 
0.1 per cent. In this age group intussusception, 
Meckel’s diverticulum, and malrotation were more 
common surgical problems.” 

Although the incidence is rare, even with newer 
technics and antibiotic therapy the mortality is still 
high. Within the first 6 months of life the mortality 
from acute appendicitis may still reach 50 per 
cent.? 

The high mortality rate seems to be closely re- 
lated to the high incidence of peritonitis. It is pos- 
sible that the size of the appendix as compared 
with the rest of the gastrointestinal tract and the 
lack of development of the omentum are factors 
leading to early rupture in the newborn.’ In a 
series at the Children’s Hospital of Denver there 
was a 51 per cent incidence of localized peritonitis 
and a 62 per cent incidence of diffuse peritonitis 
in patients under 4 years of age. The most impor- 
tant factor leading to rupture is the difficulty and 
lateness of diagnosis.* 

The presence of agranulocytosis with Pseudo- 
monas aeruginosa infection has been reported pre- 
viously. Shaffer and Oppenheimer’ report 8 cases 
of Pseudomonas infection of the gastrointestinal 
tract in infants and children. In 4 of these the 
leukocyte count was definitely depressed, with one 
reaching a low of 800 per cubic millimeter. In 5 
out of 7 of the cases, marrows were distinctly hypo- 


217 


‘ 
‘ 
re 


plastic. Of the 7 autopsies performed, in 2 the 
appendix alone was involved, in 3 others there was 
ileitis or colitis with the appendicitis, and in 2 the 
appendix was perforated. 

Epstein and Grossman® also report the possibility 
of granulocytopenia being a manifestation of Pseu- 
domonas infection. Kirby,? in reporting 90 cases 
of Pseudomonas infection, found only 5 with agran- 
ulocytosis; he feels that agranulocytopenia cannot 
be considered a characteristic development in Pseu- 
domonas septicemia. Martin and associates*® do 
feel that a notable feature of Pseudomonas infec- 
tion is the frequent occurrence of agranulocytosis. 
Heffner and Smith? report 2 cases of Pseudomonas 
septicemia in infancy in association with mem- 
branous and ulcerative enterocolitis. 

Our case is similar to those reported above in 
that it showed appendiceal rupture, enterocolitis, 
leukopenia agranulocytosis, and Pseudomonas in- 
fection. 

Unfortunately, the signs and symptoms of acute 
appendicitis in infancy may be masked, particularly 
when coexisting infection is present. The degree of 
fever is of little value in the diagnosis of appen- 
dicitis, as it is in most infections in the newborn. 
While an increase in the number of polymorphonu- 
clear cells may be present, the association of Pseu- 
domonas infection may cause a leukopenia. In ad- 
tion, elevation of the leukocyte count is not unusual 
in the newborn. X-ray examination is possibly of 
some value; the finding of an ileus, while it usually 
occurs following perforation of the appendix, may 
also be found in other systemic infections of child- 
hood. Vomiting, a manifestation of acute appen- 
dicitis, is often present in numerous other infec- 
tions.? 

It can be seen from the statistical studies of 
numerous investigators*"!-!2 that the mortality rate 
of acute appendicitis in infancy has not decreased 
appreciably. Even with the advent of antibiotics 
there is still no substitute for early diagnosis and 
high index of suspicion. 


Summary 


A case of acute appendicitis in a premature in- 
fant has been reported. Pseudomonas aeruginosa 
septicemia was also present. The association of 


Pseudomonas infection and agranulocytosis has 
been discussed. The importance of early diagnosis 
of acute appendicitis in infancy has been pointed 
out, and the difficulties of diagnosis shown. 
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Medical manpower 


The necessity of financial aid to medical students 
in training in addition to aiding medical school 
expansion is pointed up sharply by current enroll- 
ment reports. Classes now starting the first year of 
medical study are in too many cases not filling 
the classrooms of today. 

Classrooms, it is recognized, must be expanded 
and multiplied to meet the challenge of population 
growth. The increased numbers of seats need stu- 
dents to occupy them. One college which was pre- 
pared to receive a first year class of 100 finds itself 
today with just 76 students answering the class 
roll call. It appears, then, that in order to assure 
increase in the supply of physicians, serious atten- 
tion must be given to encouraging capable individ- 
uals at the career-planning age in the direction of 
medicine as their lifework. 

Emphasis is rightly focused on financial support 
of the training institutions. This is heavily stressed 
in this year’s basic documentation of our medical 
education resources published by the U.S. Depart- 
ment of Health, Education, and Welfare, titled 
“Physicians for a Growing America” and usually 
referred to as “the Bane report.” The report states: 
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“For medical schools as a whole, tuition and fees 
from the students... have dropped (in: 1958) to 13 
per cent (of the total costs); income and fees in 
the osteopathic colleges amounted to 21 per cent 
of the amount spent for basic operations.” 

Indicative of the need for financial support of 
the colleges this certainly is, but it is important to 
note that the colleges, even with so small a per- 
centage of operational cost charged to the students, 
have difficulty in some cases in enrolling enough 
qualified students to make full use of existing train- 
ing facilities. This suggests that increase of medical 
training facilities makes imperative the necessity for 
qualified trainees before solution of the major prob- 
lem of physicians for a growing America can be 
achieved. 

The Bane report has received serious study by 
those concerned with the future health and welfare 
of the United States, particularly public health 
officers, medical educators, and medical organiza- 
tions. It has been also of direct concern in the 
council rooms of business and industry. Our national 
economy can be healthy only if the nation’s health 
needs are met. To business and industry a healthy 
economy is vital not only to profits and prosperity 
but to actual survival. 

To what extent today’s empty seats in medical 
school classrooms are due to the cost to the medical 
student is not on statistical record, but it has long 
been evident that medical education is on the way 
to being priced out of the race for the brilliant 
young people growing up in our schools and col- 
leges and selecting their careers. If this process is 
not modified, the outlook for healthy survival of 
business and industry, for the survival of the econ- 
omy and indeed of the nation itself, becomes a 
dour prospect. 

There is a shortage of health personnel today. It 
is a real shortage. The reports from medical schools 
spell out the fact that an increase in available 
qualified medical students is mandatory. 

Business and industry in general have in the past 
seemed less concerned about the supply of medical 
career aspirants than with competition to secure the 
best minds and skills of the undergraduate college 
students for their own projects. Today, the view- 
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point of the students themselves with regard to 
career choices is beginning to be studied. 

For example, Bill and Joe are college roommates. 
They entered the university the same day, Bill for 
engineering, Joe as premed. Bill faces 4 years of 
engineering school; tnen industry has a job waiting 
for him. In summer vacation industry may provide 
a job for Bill in the direction of his future area of 
activity. Bill quite likely has an industry-financed 

scholarship, awarded for his outstanding potential 
as demonstrated on the scores cf college entrance 
tests. 

At the end of 4 years Bill gets his engineering 
degree. His roommate, Joe, at the same point takes 
his bachelor’s degree and is ready to start medical 
school. Up to now, Bill and Joe each represent an 
investment of about the same amount of money as 
well as time, an average of $4,000 in tuition and 
$5,000 in living expenses. 

Bill starts working. At prevailing average earnings 
for beginning engineers, according to The Alumnus 
of Case Institute of Technology, Bill's earnings for 
the first 5 years add up to a little more than $39,000. 

In those 5 years Joe is taking his medical course 
and a year of internship. Instead of Bill’s $39,000 
earned, Joe has paid out another $4,000 in tuition 
for the 4 medical college years and another $5,000 
for subsistence. In addition, Joe is minus the $39,000 
he could have received as an average engineer. 

There are minor modifications in these parallel 
cases, but the comparison is basically accurate. Bill, 
for instance, may have wanted a liberal arts degree 
with his engineering degree, and therefore took 5 
or even 6 years in undergraduate college. About one 
of every three engineering graduates advances to 
a master’s degree, which means another year. Near- 
ly 20 per cent of graduate engineers qualify for a 
Ph.D., which means 3 more years, usually. To 
weigh against these considerations, about half of 
today’s graduate physicians spend from 2 to 4 
years in specialty training. 

There are today, of course, many brilliant brains 
in medical schools. There is a strong element of 
dedication in the motivation of most men and 
women in training to be physicians. Not all, not 
even half of them, have their thorny economic path 
financed by substantial family purses. Today over 
60 per cent of graduating medical students are 
married (the Bane report). It is safe to say that 
most of our future physicians need financial support 
as importantly as do the institutions that are train- 
ing them. If there are going to be more of them as 
the population bulges, it will take an increase in 
financial help just as their institutions will have to 
get financial support if training facilities are to 
be expanded. 

Financial help to the students from industry now 
originates almost entirely in the pharmaceutical 
houses in the form of grants and fellowships. The 
ethical drug industry has long been alert to the 
plight of medical students. It is not enough to 
develop advancements in pharmaceutical products. 
There has to be a production line to turn out 
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competent and capable physicians to understand 
and use the improved products. Joe has a good 
chance to get assistance from this segment of 
industry, but there are nowhere enough general 
business and industry funds committed to meet 
the challenge of the future. 

The hopetul development is the growing aware- 
ness of the more far-seeing business and industrial 
captains. They are realizing that health care for 
1975 is no longer just a problem. It is rapidly 
approaching the stature of an emergency. Business 
and industry know it demands decision and action. 
There must be recruitment of brains for careers in 
medicine as well as in engineering and in industry. 

That there will be action in this direction by the 
federal government is indicated in campaign pro- 
nouncements of the need for a 10-year program 
with a $3 billion expansion of medical schools and 
research laboratories. A program of fellowships for 
students, on the basis of competitive examinations, 
for which about half the students now in medical 
schools will be eligible, is predicted. 

The over-all aim of this program would work 
toward preventing an unbalance of the best poten- 
tial talent going into other fields. Naturally, we 
the taxpayers will be paying for it, each in his own 
bracket, corporations in their lofty brackets, too. 

In the Board rooms this element in the prospect 
of the coming years is not being overlooked. Fel- 
lowships and scholarships in medical training, spon- 
sored by the corporations directly, may speedily 
become as prominent in the prospect of the career- 
planning undergraduates as the encouragements to 


other fields of lifework. 


The Journal printers 


This issue of THE JouRNAL is the first printed by 
any firm other than the Pioneer Publishing Com- 
pany for almost 35 years. Ever since January 1926, 
THE JourNAL’s plates have rolled through the Pio- 
neer presses in a printing continuum which was a 
source of mutual satisfaction and pride to the 
JourRNAL staff and Pioneer. 

Our staffs have had their names at the masthead 
in every issue down through the years. Through 
those years, without benefit of masthead mention, 
the personality of Pioneer has registered in the 
A.O.A. office in the person of Noble O. Peterson, 
Pioneer’s salesman, who has handled the A.O.A. 
publications. Countless crises in the editing-pub- 
lishing mechanics were mastered by his effective 
and always understanding and friendly approach. 

The shift of THe JourNnat’s mechanical produc- 


. tion to the Neely Printing Company has been made 


because Pioneer, at long last, and after due con- 
sideration of all values involved, made the decision 
to step out of the flat-bed printing field. 

The Journat staff is happy in its new association 
with the Neely Company. There is every indication 
that the relationship will be as effective as with 


Pioneer, and that it will weather and be enriched 
by the test of time. 

This is just a word of editorial appreciation to all 
the men of Pioneer who have worked so coopera- 
tively with the A.O.A. and to the gentleman highly 
esteemed by hundreds of osteopathic physicians 
who have come to know him as “Pete.” 


The thud of the pigskin 


Has osteopathic medicine “something special” in its 
application to the management of athletic injuries, 
something that accelerates the time schedule of 
the mending of sprains, fractures, charleyhorses, 
the traumatic incidents of sports competition? 

At this season of the year, with football, America’s 
most-played body-contact game in progress in every 
state of the Union, a great many football coaches 
seem to think so. The roll call of team physicians 
in high schools, colleges, and universities, and in 
the ranks of the “pros,” is rich in D.O. degrees. 

Management of athletic injuries is nearly always 
an item on the program of the A.O.A. convention. 
The next step, and one that has been too long 
delayed, some think, is to organize into a specialty 
body the osteopathic physicians who devote a large 
part of their professional time to this field. 

Many of them attend seminars in which the 
advances in the field of athletic injuries are dealt 
with on the level of general medicine. There is 
national and regional collaboration and exchange 
of thought among practitioners in this field without 
reference to their schools of medicine and that is 
very good. Even better will be such exchange of 
knowledge when the additional advantage of the 
osteopathic approach is in the armamentarium of 
the participating physicians, the application of basic 
physiologic processes of healing, the help of the 
hands in waste-product absorption and elimination. 

For such an organization there is inspiring lead- 
ership available in the person of Dr. Robert E. 
Morgan, Dallas, Texas, who for more than a quarter 
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of a century has been football physician at Southern 
Methodist University, whose teams have been na- 
tional championship contenders in many of those 
years. Dr. Morgan has served his profession as a 
member of the A.O.A. Board of Trustees and as a 
Texas representative in the A.O.A. House of Dele- 
gates. In January at Miami Beach would seem to 
be an appropriate time and place to organize and 
to plan full-scale athletic-injuries programs, inte- 
grating the osteopathic “something special” into 
the clinical discussions. 


Health care of the aging 


The American Osteopathic Association has gone 
on record, by action of its House of Delegates, as 
pledging “its cooperation with all agencies, govern- 
ment and private, which are working responsibly 
to solve the problem of providing adequate health 
care services to the aging on a constructive and 
positive base.” 

HCA, as it is probably now listed in Washington’s 
capital-language glossary, was bounced back and 
forth all summer from floor to floor, House to Senate 
and return, became a campaign issue of both polit- 
ical parties, quieted down a bit when the President 
signed the bill, then resolved into informal discus- 
sions and individual and group reflections on the 
new law’s ramifications and implications. 

From the standpoint of the physician, the implica- 
tions of the phrase in the A.O.A. resolution “on a 
constructive and positive base” are of particular 
import. Such a base for planning health care serv- 
ices, the resolution continues, works toward “the 
end that the experiences and skills of physicians 
may be utilized fully in the planning of medical 
programs, as well as their execution.” 

The Association has set up a National Committee 
on Health Care of the Aging which will study the 
law and recommend ways of integrating osteo- 
pathic physicians into the basic plans for the admin- 
istration of the new program. 
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A Message from the President 
of the American Osteopathic Association 


> As President of the American Osteopathic 
Association, I find myself at the heart of Asso- 
ciation activity. I am sitting in conferences with 
outside agencies. I am traveling, coast to coast, 
to visit divisional and affiliated societies. To my 
great pleasure, I am meeting hundreds of in- 
dividual doctors. Out of all this, one fact comes 
clear: 

The osteopathic profession does not stand 
still. 

This fall, twelve divisional and affiliated socie- 
ties are holding annual conventions, in addition 
to those that form the Clinical Assembly in 
Dallas. The National Osteopathic Foundation 


Board and the National Osteopathic Guild Asso- 


ciation have met in Chicago. In five Tennessee 
towns, as in many other places at other times, 
vocational guidance dinners are being staged by 
the state association. 


On the national health and welfare scene, the 
new A.O.A. Committee on Disaster Medical 
Care participated in the Ninth Annual Confer- 
ence of the United States Civil Defense Council 


in Minneapolis; our first seminar on aviation - 


medicine, held in Des Moines, was the joint 
project of the new Flying Osteopathic Physi- 
cians Association and the College of Osteopathic 
Medicine and Surgery. The profession was rep- 
resented at the annual meeting of the American 
Council on Education in Chicago and at the 
Convocation of Great Issues of Conscience in 
Modern Medicine at Dartmouth College. 

A Communications Forum is being held in 
Chicago in December for delegates to the Na- 
tional Health Council Forum on Communica- 
tions in New York City in March. The purpose 
of the Chicago meeting is to acquaint A.O.A. 
representatives with the problems and complex- 
ities of the vast subject of communications. An 
article on osteopathy published in Life magazine 
for September 26 is being well received. 
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Within the A.O.A., activity accelerates. The 
Council on Development has held its first meet- 
ing of the organizational year; the Christmas 
Seal Campaign has launched its thirtieth annual 
campaign; the Osteopathic Progress Fund Com- 
mittee has met to plan another record-breaking 
year; the Student Loan Fund is considering the 
highest number of applications in its 30 years 
of helping osteopathic juniors and seniors. Most 
of all, preparations for A.O.A.’s first winter con- 
vention in Miami Beach have gone into high 
gear. “American Doctor,” the film on osteopathy, 
is scheduled for its osteopathic premiere there. 

Out of all this, as I have said, comes the con- 
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National Dairy Council, Louisville, Kentucky 


viction that we of the osteopathic profession do 
not stand still. There comes also a second, per- 
haps more fundamental conviction: 

As a profession, we are more unified than we 
sometimes think we are. We could have achieved 
our present status in the world of health and 
welfare only through an essential unity of pur- 
pose. This we must not lose. 
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201 W. Ellsworth Street, Midland, Michigan 


Meetings of national health and welfare agencies 


These annual meetings of national and international health and welfare agencies are scheduled 
for the coming weeks in this country and abroad: 

National Social Welfare Assembly, New York City December 5-6 
December 6-7 


February 7-9 


Osteopathic medicine and 


national health care 


As a complete school of medicine, the osteopathic profession must be 


interested in all developments in 


health insurance and medical care 


plans. No type of medical experiment or experience should be apart 
from the general activities of the profession and its institutions. A com- 
plete school of medicine today means one that is complete not only in 
practice but in over-all application of the term “health service and 
plans.”—Theodore F. Classen, D.O., Chairman of the A.O.A. Commit- 


tee on Medical Care Plans. 


> How the health care of the 
people of America is to be im- 
proved and financed is a compel- 
ling problem in today’s social 
and economic development. Since 
World War II pressures and influ- 
ences toward change in health care 
methods have been progressive and 
profound. 

Management and labor have 
been in the forefront in asking how 
the health of the people they em- 
ploy or represent can be improved. 
Industry has resorted to in-plant 
health programs, administered 
when possible by physicians on 
salary. Both management and la- 
bor have developed plans and fa- 
cilities that are varied in their 
organization and economics of op- 
eration. 

Changes in the way of life in 
this country lead to the conviction 
that the whole subject of health 
must be more comprehensively ap- 
proached. It is recognized, how- 
ever, that differences in social and 
economic development make un- 
likely any single national health 
system at least in the foreseeable 
future. 

As a member of the nation’s 
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health team, the osteopathic pro- 
fession needs to define its attitude 
in this basic problem. As physicians 
and surgeons who are trained in all 
diagnostic and therapeutic proce- 
dures, and who provide public, pri- 
vate, and nonprofit hospital care 
throughout the country, osteopath- 
ic physicians need to have a clear- 
ly-expressed statement of position 
in this vital social development. 
To this end, the American Os- 
teopathic Association a year ago 
appointed a Committee on Third 
_ Party Medicine which, as a reflec- 
tion of the rapid changes in this 
field, was early this year retitled 
the Committee on Medical Care 
Plans. The Committee is headed by 
Dr. Theodore F. Classen, Warrens- 
ville Heights, Ohio, long a student 
of the role of society in medical 
care. Committee members have in- 
cluded Drs. Albert W. Bailey, 
Schenectady, New York, W. Clem- 
ens Andreen, Wyandotte, Michigan, 
James H. McCormick, Elkhart, In- 
diana, and A. A. Ferris, Saginaw, 
Michigan. 
Their’ concept of medical care 
planning, as approved by the A.O.A. 
Board of Trustees, is briefly pre- 


sented here. (A fuller review of the 
subject is presented in Dr. Classen’s 
report, page 230.) 

Committee members are con- 
vinced, as are other students of the 
subject, that a single health sys- 
tem will not develop soon. How- 
ever, the Committee approves the 
previously stated principle of con- 
tributory health insurance plans 
conducted under government su- 
pervision. Such programs can be 
voluntary or compulsory, with 
health services available to all 
people on a prepayment basis. 

Any such plan, the Committee 
believes, needs to be nationwide, 
with variations to meet local con- 
ditions, probably to be instituted 
at state levels. The choice of 
whether prepayment in any health 
insurance plan is to be voluntary 
or compulsory needs to be made. 
Until it is made, the osteopathic 
profession will continue its effort 
to insure the highest possible qual- 
ity of medical care. 

Such systems as group practice, 
health centers, co-operative health 
organizations, and industrial health 
programs are being explored. Divi- 
sional societies are being encour- 
aged to compile information on 
various local programs. 

Certain fundamental standards 
appear to be applicable to the 
whole subject of health care as it 
relates to physicians and health fa- 
cilities. These are presented in the 
following seventeen points ap- 
proved by the House of Delegates, 
as guides to individual doctors and 
divisional organizations. They are 
not intended to be limiting or con- 
trolling. Their usefulness can only 
be determined by their practical 
application, and no one of them is 
offered as a final word. It is the 
intent of the Association to re-eval- 
uate this entire statement as further 
information and experience dictate. 
The statement follows: 

1. Professional and administrative 
functions. Professional and admin- 
istrative functions must be clearly 
defined, so that decisions requiring 
professional attention will not be 
obscured or improperly arrived at. 
2. Medical decisions. Satisfactory 
medical care cannot be provided on 
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established levels of practice if the 
physician is required to make, or 
permits medical decisions relating 
to health services to be made, on 
other than an individual basis. 

3. Grievances. Procedures must be 
established for the settlement of 
disputes and grievances, so that 
resources will not be dissipated on 
internal disagreements. 

4. Extent of service. Physicians 
should not attempt to extend them- 
selves beyond their capacity. To do 
so is to reduce their doctor-patient 
effectiveness. They should, as far 
as possible, use the services of an- 
cillary personnel and equipment. 

5. Health facilities. To achieve 
maximum service at minimum cost, 
all related health facilities should 
be utilized. These include doctors’ 
offices and clinics, outpatient fa- 
cilities, nursing homes, and family 
care. Effort should be made to pro- 
vide new facilities as the need 
develops. 

6. Relative value studies. Relative 
value studies or indexes are an aid 
to professional and lay persons in 
the organization and administra- 
tion of health care programs. Divi- 
sional societies should adopt and 
maintain relative value schedules. 


7. Financial arrangements. A phy- . 


sician’s fundamental mission is to 
provide the highest possible quality 
health care. This should not be af- 
fected by any financial arrange- 
ment, whether on a fee, salary, 
contract, or any other basis. 

8. Ethical responsibility. Adminis- 
trative and professional personnel 
must keep always in the foreground 
their ethical responsibility to the 
sick and injured. Every patient is 
entitled to personal attention and 


We need a better balance between the acquisition of knowledge, the 


provision of needed health facilities, the training of health manpower, 
and the more effective utilization of knowledge, facilities and personnel 
for the common good. The term “better balance” does not convey fully 
what I mean; it is too passive a concept. We need a dynamic interaction 
between the several parts of the composite whole—Thomas Parran, 
M.D., president, Avalon Foundation, and former U.S. Surgeon-General. 


care regardless of finances. 

9. Protection of patients. Physicians 
and persons in ancillary services 
must conform to accepted organiza- 
tional requirements. They must 
maintain records and avail them- 
selves of consultation, long accepted 
by hospital accreditation agencies 
as necessary for the protection of 
patients. 

10. Physician responsibility. Al- 
though the extent of service in a 
health program may vary, lack of 
financial resources on the part of a 
patient cannot excuse a physician 
from the interest demanded by the 
traditional physician-patient rela- 
tionship. Deficiencies in the quality 
or quantity of care should be 
brought officially to the attention 
of the institution’s medical care 
committee. 

11. Individual dignity. The ulti- 
mate quality of any health program 
depends largely upon its respect for 
the dignity of the individual. Re- 
spect for the person in need of 
care, for the professional status of 
the physician, and for the relation- 
ship of the physician to the patient 
and his family must be an integral 
factor in administration. 

12. Health literature. Health pro- 
grams should develop and make 
available health information and 
guidance literature consonant with 
ethical practice. This will strength- 
en a health program. 


Committee on Medical Care Plans—Drs. Theodore F. Classen, Warrensville Heights. Ohio, chairman; A. A. Ferris, Saginaw, Michigan; 
James H. McCormick, Elkhart, Indiana; and W. C. Andreen, Wyandotte, Michigan. 


13. Professional community sup- 
port. To insure a cooperative rela- 
tionship among physicians in a 
community, divisional societies and 
their affiliates should be active in 
the development of the medical 
part of health programs. Such pro- 
grams cannot succeed without the 
full support of a community's pro- 
fessional personnel. 

14. The effect of third parties. 
Under proper circumstances, par- 
ticipation of a third party or other 
organization in a health plan can 
mean improved care. 

15. Nonprofessional matters. Phy- 
sicians and divisional societies 
should recognize the need, in non- 
professional matters, of relying 
upon the advice and assistance of 
competent persons in social and 


* economic areas of service. 


16. Support of professional educa- 
tion and research. Developments in 
health care plans place upon third 
parties or organizations the respon- 
sibility of contributing to the sup- 
port of research and postgraduate 
education for physicians, and to 
the expansion of undergraduate 
colleges and hospitals training phy- 
sicians and surgeons. 

17. Divisional society participation. 
Divisional societies should prepare 
information on health care pro- 
grams, facilities, and regulations for 
their own members, other divisional 
societies, and lay organizations. 
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THE NATIONAL OSTEOPATHIC FOUNDATION 


Directors of Foundation 
meet in Chicago 


> The Board of Directors of The 
National Osteopathic Foundation 
met in Central Office, Chicago, 
Saturday, October 8, to carry for- 
ward the work of broadening the 
structure and scope of The Foun- 
dation, the philanthropic affiliate 
of the American Osteopathic Asso- 
ciation. Herbert E.. Evans, Colum- 
bus, Ohio, elected chairman at the 
April meeting of the Board, pre- 
sided. Dr. True B. Eveleth was 
secretary. 

In attendance were Earle R. 
MacLaughlin, Midland, Michigan, 
vice chairman, and two newly 
named members, Edgar L. Harden, 
president of Northern Michigan 
College, Marquette, and Leslie W. 
Scott, Chicago, president of the 
Fred Harvey restaurant chain. 
William T. Brady, New York City, 
the fifth layman to hold Board 
membership, was unable to attend. 

In addition to Dr. Eveleth, these 
physician-members of the Board 
were present: Drs. Roy J. Harvey, 
Midland, Michigan; Charles L. 
Naylor, Ravenna, Ohio; George W. 
Northup, Livingston, New Jersey; 
Ira C. Rumney, Ann Arbor, Michi- 


gan; and William B. Strong, Des 
Moines, Iowa. Dr. Galen S. Young, 
Chester, Pennsylvania, was unable 
to be present. 

In the main, Board discussion 
covered three subjects: an exten- 
sion of Foundation membership, 
through the nomination of laymen, 
to be made by members of the 
A.O.A.; the organization of forums 
to further public understanding 
and support of osteopathic institu- 
tions; and the employment of an 
executive vice president. 

The Foundation serves as a re- 
pository for funds produced by 
year-to-year activity of such profes- 
sional programs as the Osteopathic 
Progress Fund and the Christmas 
Seal Campaign, and administers 
funds, grants, and contributions to 
osteopathic education and research. 


Foundation launches 30th 
Christmas Seal Campaign 


> The thirtieth annual Christmas 
Seal Campaign is well under way. 
The first mailing went out in early 
October, with seals for the use of 
individual doctors and Auxiliary 
members and order forms for seal 


packets to be distributed to the 
public. Seal presentations being 
made at fall conventions stress the 
public relations value of the cam- 
paign. 

Campaign proceeds will again 
this year be divided between the 
Student Loan and Research Funds, 
with 60 per cent being allocated 
to student loans and 40 per cent 
to research. 

The campaign is being conducted 
under the auspices of The National 
Osteopathic Foundation, with Dr. 
True B. Eveleth directing its activi- 
ties, and Alyce Balfour of the Cen- 
tral Office Staff as its administrative 
secretary. The Auxiliary to the 
A.O.A., with Mrs. George W. 
Northup, Morristown, New Jersey, 
and Mrs. Wesley B. Larsen, Hins- 
dale, Illinois, leading, is taking an 
active part in this year’s work, in 
preparation for assuming adminis- 
tration of the campaign in 1961. 

The largest packet orders so far 
have come from California, New 
Jersey, and Pennsylvania, and vary 
from three to five thousand pack- 
ets. Illinois, Texas, and Indiana 
are showing early activity. Local 
groups in the lead are the Bay 
Harbor Osteopathic Auxiliary, Cal- 
ifornia, and the Lancaster County 
Auxiliary, Pennsylvania. 

The Student Loan Fund was in- 
stituted in 1931, at the height of 
the depression, to aid juniors and 
seniors in osteopathic colleges. In 
1949, the Research Fund became a 
co-recipient, with returns divided 
annually on the basis of need. 


Foundation Directors meet—Seated, left to right, Dr. Charles L. Naylor, Mr. Herbert E. Evans, chairman, Dr. True B. Eveleth, secretary, and 


Dr. William B. Strong. Standing, Dr. Ira S. Rumney, Mr. 


W. Northup. 


Earle R. MacLaughlin, Mr. Leslie W. Scott, Mr. Edgar L. Harden, and Dr. George 
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COUNCIL ON DEVELOPMENT 


Council on Development 
holds autumn meeting 


> An autumn meeting of the A.O.A. 
Council on Development was held 
in Central Office, Chicago, Sunday, 
October 9. Dr. William B. Strong, 
Des Moines, Iowa, presided, and 
Dr. True B. Eveleth, Chicago, was 
secretary. 

Dr. Strong announced the reap- 
pointment of Mrs. George S. 
Cozma, Cleveland, as vice chair- 
man, and introduced Dr. J. Scott 
Heatherington, Gladstone, Oregon, 
and Mr. William S. Konold, Colum- 
bus, Ohio, as newly appointed 
members, and Drs. Charles W. 
Sauter, II, Gardner, Massachusetts, 
and Earl K. Lyons, Elkin, West 
Virginia, as new consultants. 

Expansion of Council activity 
through its standing committees 


was evidenced in these reports of 
chairmen: Foundations, Dr. Heath- 
erington; Firms and Corporations, 
Dr. Eveleth; Women’s Organiza- 
tions, Mrs. Cozma; Professional 
Cultivation, Dr. Lyons; Health 
Agencies, Dr. Eveleth; Govern- 
ment—Federal and State, Milton 
McKay; Education, Dr. R. N. Mac- 
Bain; the Doctor and His Patient, 
Dr. Naylor; Osteopathic Institu- 
tions, Dr. Sauter and Mr. Konold; 
Estate Planning, Dr. Robert D. 
McCullough; Research, Dr. Wesley 
B. Larsen and Dr. Naylor; Divi- 
sional Societies, Dr. Naylor; and 
the Seventh Osteopathic College, 
Drs. Sauter, MacBain, and Naylor. 
It was the consensus of the 
meeting that strong state councils 
are imperative to development. 
State councils, working under local 
conditions, can achieve goals im- 
possible to a national agency. 


Council on Development meets—Above, left to right, A.O.A. President Roy J. Harvey; Mrs. George S. Cozma, again named as vice 


chairman; ond Mr. William S. Konold, newly named to Council. 


Below, left to right: Drs. J. Scott Heatherington, R.N. MacBain, Earl K. Lyons, Charles L. Naylor, and Charles W. Sauter, II. Dr. Heath- 


erington and Dr. Lyons are new members, and Drs. Naylor and Sauter new consultants. 


228 


Dr. Strong stressed the fact that 
the A.O.A. Council is always ready 
to offer advice and suggestions, but 
does not intend nor attempt to 
direct state council function. A 
policy statement to this effect was 
recently issued to state officers. 

There are now twenty-five state 
councils which, with their chair- 
men, are: California, Dr. Robert 
W. Dukes, San Dimas; Colorado, 
Dr. Herbert L. Sanders, Grand 
Junction; Florida, Dr. W. S. Horn, 
Palmetto; Indiana, Dr. Arabelle B. 
Wolf, Indianapolis; Iowa, Dr. John 
Q. A. Mattern, Des Moines; Kan- 
sas, Dr. James F. Duffy, Anthony; 
Kentucky, Dr. Martha Garnett, 
Louisville; Maine, Dr. M. J. Gerrie, 
Waterville; Maryland, Dr. Morris 
C. Augur, Silver Spring; Michigan, 
Dr. Roy S. Young, Harbor Beach; 
Minnesota, Dr. F. V. Hrachovina, 
Minneapolis; Missouri, Dr. G. H. 
Kroeger, Bethany; New Jersey, Dr. 
George W. Northup, Livingston; 
New York, Dr. Alexander Levitt, 
Brooklyn; North Carolina, Dr. Guy 
T. Funk, Winston-Salem; Ohio, Dr. 
John W. Mulford, Cincinnati; 
Oregon, Dr. John F. Wood, Forest 
Grove; Pennsylvania, Dr. George 
B. Stineman, Harrisburg; Rhode 
Island, Dr. Kenneth A. Scott, 
Providence; Texas, Dr. Raymond 
D. Fisher, Fort Worth; Vermont, 
Dr. Roy M. Sherburne, St. Johns- 
bury; Virginia, Dr. Leslie R. Lux- 

ton, Waynesboro; Washington, Dr. 
E. Borchardt, Sunnyside; West Vir- 
ginia, Dr. Oscar J. Bailes, Prince- 
ton; and Wisconsin, Mrs. Robert D. 
Capling, Pittsville. 
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Robert D. Anderson, D.O. 
Chairman 


Bureau of Public and 
Industrial Health 


> The Bureau of Public and Indus- 
trial Health, created in 1959 by 
merging the Bureaus of Public 
Health and Safety and of Industrial 
and Institutional Service, is con- 
sistently widening its area of -inter- 
est. This is reflected in attendance 
by Bureau members at many meet- 
ings of national and local organiza- 
tions concerned with public health 
and welfare. 

Since last July, members of the 
Bureau have attended agency meet- 
ings throughout the country. The 
chairman attended, among others, 
regional and national meetings of 
the American Public Welfare As- 
sociation, of various agencies of 
the National Health Council and 
of the American Public Health 
Association; the White House Con- 
ference of Occupational Safety; 
meetings of the Group Health As- 
sociation of America; and A.F. of L. 
and C.I.O. conference on commu- 
nity service. Dr. Joseph H. Huff 
attended the southeast regional 
conference of the APWA on occu- 
pational safety, and with Dr. Earl 
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K. Lyons, the NHC Health Forum. 
Dr. John M. Andrews, medical di- 
rector of the Rehabilitation Center 
of the College of Osteopathic Phy- 
sicians and Surgeons, Los Angeles, 
lists the meeting he has attended in 
a supplementary report. At the re- 
quest of the chairman, Dr. Charles 
W. Sauter, II, attended the annual 
meeting of the International As- 
sociation of Accident Boards and 
Commissions, held in Boston. 


Bureau meetings e At meetings of 
the Bureau held in Chicago in De- 
cember and May, discussion cen- 
tered on the establishment of policy 
and action at both local and na- 
tional levels in the fields of public 
and industrial health, institutional 
care, rehabilitation services, public 
welfare, and statistics. 

It is evident that other national 
agencies welcome participation by 
the American Osteopathic Associa- 
tion. But national participation 
must be supplemented by activity 
in states and counties. In particular, 
opportunity for service by individ- 
ual physicians lies in the area of 
public health and preventive medi- 
cine; here the osteopathic physician 
can give time and consideration to 
community health on other than 
a strictly physician-patient rela- 
tionship. Because of their experi- 
ence and training, Dr. Huff was 
assigned to the field of public 
health and preventive medicine, 
Dr. Theodore F. Classen to indus- 
trial health, Dr. Andrews to re- 


habilitation, and Dr. Lyons to 
institutional service, the field for- 
merly covered by the Committee 
on Institutional Services. 


Physicians in public welfare e 
The role of the physician in public 
welfare varies from state to state. 
The term “public health” usually 
signifies treatment of the individ- 
ual, rather than the solution of 
community health problems. Public 
welfare, on the other hand, implies 
legal responsibility of city, county, 
and state for the medical care of 
individuals through such forms as 
fee-for-service and panel medicine. 
As the amount of medical care pro- 
vided by public welfare increases, 
the Bureau faces the obligation of 
attending and, in time, participat- 
ing in community health activity 
of the various agencies concerned 
with setting policy. 

Of all these agencies, the Ameri- 
can Public Health Association is 
the most intimately concerned in 
the entire problem of public health, 
in the opinion of this chairman. 
While it is active in all areas of 
welfare, medical care is of such 
importance that a full-time consult- 
ant is employed to coordinate the 
work of the agency’s medical com- 
mittee with the work of other na- 
tional agencies. 


Opportunities of APWA e The 
A.O.A. holds an agency member- 
ship in the APWA and members 
of the Bureau hold individual mem- 
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berships. Much of: the support for 
APWA study groups and institutes 
on medical care comes from foun- 
dations, in many instances the same 
foundations as the A.O.A. Council 
on Development is trying to inter- 
est in osteopathic education. 

It is the opinion of the Bureau 
that the APWA offers opportunity 
both to serve and to gain accept- 
ance at the policy-making level. 
The profession has a contribution 
to make. In most states D.O.’s as- 
sume their place in the physician- 
patient relationship, but somehow 
do not become active in the or- 
ganizational work that determines 
medical care activity and policy. 
Incidentally, this is also true of 
average M.D.’s, but their numbers 
keep the fact from being so evi- 
dent. The Bureau suggests that 
each trustee and delegate become 
informed on the medical care activ- 
ity in his own state. 

At the annual meetings of the 
APWA, there are fourteen sections 
that cover all phases of modern 
medical planning. All but two of 
them, on dental health and engi- 
neering, should be covered by 
members of the profession. It is the 
conviction of the Bureau that at 
least twelve D.O.’s should attend 
this annual meeting. At this year’s 
luncheon of the medical care sec- 
tion, where next year’s program was 
planned, osteopathy was for the 
third year proposed as a topic for 
discussion. When and if this pro- 
posal is accepted, the profession, 
for its part, should be well in- 
formed on the functions of volun- 
tary agencies. 


Summary e The Bureau of Public 
and Industrial Health thus sum- 
marizes immediate needs: 

1. Development of a visual-aid 
presentation on industrial and oc- 
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In Miami Beach in January— 


James L. Goddard, M.D., Civil Air Surgeon, Federal 
Aviation Agency, will be the Keynote Speaker, Monday 
morning, the 23rd, at 9:15 o'clock. 


Attend A.O.A.’s first winter convention, January 23-26. 


cupational health programs, to be 
shown at state meetings. 

2. Compilation of information on 
activities of divisional societies in 
the industrial and occupational 
health fields. 

3. A survey covering services and 
activities of physicians and institu- 
tions in the field of public health. 

4. Study of means of increasing 
osteopathic participation in com- 
munity health activities. 

5. Employment by the A.O.A. of 
a trained person to plan, evaluate, 
and stimulate public health pro- 
grams in the profession. 


Supplementary report e The fol- 
lowing is a report of Dr. John W. 
Andrews, chairman of the Bureau’s 
Committee on Vocational Rehabili- 
tation: 

During the past few months I 
have attended meetings of vari- 
ous committees, organizations, and 
agencies to learn these three things: 

1. What is going on in this coun- 
try from the public health stand- 
point. 

2. How our profession can fit 
into the present trend in patient 
care. 

3. What steps can be taken to 
keep up with current trends and 
developments in patient care. 

Among the meetings I have at- 
tended have been those of the 
President’s Committee on Employ- 
ment of the Physically Handi- 
capped, a regional meeting in Las 
Vegas, Nevada; the Governor's 
Committee on Employment of the 
Physically Handicapped, Los An- 
geles; the California Association 
for Health and Welfare, Berkeley; 
the Southern California Chapter of 
the National Rehabilitation Asso- 
ciation, Los Angeles; and the Na- 
tional Foundation Medical Advi- 
sory Board, Los Angeles, held as a 


part of the National Health Week 
program of the Welfare Planning 
Council. 

At the annual meeting of the 
Conference of Rehabilitation Cen- 
ters and Facilities, arranged for 
December 2 to 5 in Berkeley, | 
am to be chairman of the work- 
shop sessions. The theme for the 
workshops will be “Evaluation.” 

Here are two conclusions I have 
reached as a result of attendance 
at meetings during the last few 
years: 

1. There is a definite tendency 
toward government-subsidized 
medical care for everyone. Govern- 
ment grants available to medical 
schools, including such allied dis- 
ciplines as occupational therapy, 
physical therapy, social work, and 
psychology, are increasingly avail- 
able. 

2. There is much emphasis placed 
on personal care of the patient by 
the physician. Stress is placed on 
complete “comprehensive” care, in- 
cluding not only the physical and 
mental problem of the patient, but 
also the one of regaining his proper 
place in society. 


Theodore F. Classen, D.O. 
Chairman 


Committee on 


Medical Care Plans 


> In January, the Board of Trustees 
approved a change of name for this 
body from that of the Committee 
on Third Party Medicine to the 
Committee on Medical Care Plans. 
This reflects the rapid changes in 
the character of health economics 
and health care. The third party 
in medicine, as stated last year, has 
become firmly established in the 
economics of health, and has be- 
come the concern not only of the 
medical professions, but of hospital 
organizations and ancillary medical 
care organizations as well. More 
than ever before, the economics of 
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health care has commanded atten- 
tion during this last year. 


Interest of A.O.A. e The interest 
of the American Osteopathic As- 
sociation in health insurance and 
medical care plans has been con- 
sistent and objective. Through the 
years, the profession has made its 
stand in this regard clear, through 
such pronouncements as “State- 
ment on Health Insurance” (1949) 
and “Health Services and Facili- 
ties” (1957). A statement of the 
A.O.A. stand today appears in this 
issue (Page 225). 

The Committee attends meetings 
of organizations interested in health 
insurance and medical care, studies 
reports of such organizations, and 
keeps in close touch with osteo- 
pathic affiliates. Particular atten- 
tion is given to divisional society 
activity. 

The effect of health insurance 
or medical care plans upon the 
practice of osteopathy varies from 
state to state, but ultimately has 
the same effect for all. The Com- 
mittee has kept in touch with each 
state society, and is particularly 
encouraged by the activity in the 
eleven states of Arizona, California, 
Indiana, Kansas, Michigan, Mis- 
souri, New Jersey, Ohio, Pennsyl- 
vania, Texas, and West Virginia. 


Emphasis on problems of aged e 
The last year has seen almost total 
emphasis placed upon health care 
problems of the “65-or-over” group, 
estimated to number 15,700,000 per- 
sons. Of these, 7,700,000 have some 
form of private health insurance, 
frequently an inadequate amount, 
even though the kind and scope 
of this protection has increased 
greatly over the last 10 years. It is 
estimated that 2,400,000 aging per- 
sons are Officially classed as in- 
digent, for whom provision is made 
through federal-state assistance 
plans. 

Pertinent is the recent study of 
the University of Michigan Survey 
Research Center, which makes evi- 
dent the necessity for attention to 
the problems of the aging. Accord- 
ing to these findings. each year 
persons of 65 years and over, as 
compared to those under 65, spend 
three times as many days under 
hospital care and incur medical 
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and hospital expenses twice as 
high, $163, compared to $81. Of 
the over-65 group, 17 per cent are 
hospitalized, as compared to 12 
per cent of the under-65 group; 
50 per cent are covered by health 
insurance, as compared to 80 per 
cent; and in addition to insurance 
coverage, pay four times as much 
from their own resources. 

Statistics are important, however, 
only if correctly evaluated. A statis- 
tician of the Kaiser-Permanente 
Health Plan of California points 
to the frequent statement that a 
100-bed general hospital can take 
care of a community of 48,000 
persons of balanced ages. But if 
the group is not balanced as to 
age, the figure varies. If all persons 
of a group were 20 years of age or 
under, a 100-bed hospital could 
serve a community of 100,000 per- 
sons; but if the persons were 70 
years of age or over, the 100-bed 
hospital could serve only 12,000. 
Because of this selective factor, 
many medical care groups can offer 
very favorable statistics. Nation- 
wide plans which cannot be selec- 
tive thus face problems not en- 
countered by selective plans. For 
example, obviously, employed per- 
sons tend to be more healthy than 
unemployed ones. 

Interest in health insurance for 
the aged was stimulated by the 
controversial Forand Bill. This 
would boost Social Security taxes 
one-fourth of 1 per cent for both 
employees and employers, and 


Ohio Street, Chicago 11. 


Of particular pertinence in any study of medical care plans 
as they relate to the osteopathic profession are: 


Booklets—Health Services and Facilities, A Statement of 
the American Osteopathic Association (1957); Industrial 
Health Program—Planning and Organization (1959). 


Memoranda—Major Medical Expense Insurance; A Rela- 
tive Value Schedule for Index Study; first report of the 
A.O.A. Committee on Third Party Medicine (also in THe 
JournaL, October, 1959, page 133); an interim report of 
the Committee, (also in THe JourNAL, June, page 827). 


This material is available without charge from the Order 
Department, American Osteopathic Association, 212 East 


would provide funds to finance sur- 
gical costs and hospital home nurs- 
ing care up to 100 days each year 
for people over 65 years of age who 
are covered by the Social Security 
Act. It would exclude 4,000,000 
aged persons not covered by Social 
Security. Whether the contributions 
raised under the act would pay for 
the benefits and whether they 
should be compulsory have been 
questioned. 

The most widely discussed al- 
ternative to the Forand Bill has 
been an Eisenhower Administration 
proposal to aid the aged of limited 
income by enabling them to pur- 
chase broad basic and catastrophic 
medical and _ hospital. insurance. 
The Administration proposal would 
be financed on a federal and state 
matching plan and would cost an 
estimated $600,000,000 a year. Eld- 
erly persons eligible for the pro- 
gram would pay an insurance 
premium of $24.00 a year. Initial 
medical and hospital costs up to 
$250.00, and 20 per cent of the re- 
maining costs, would be borne by 
the insured persons. The plan would 
provide benefits for 16,000,000 
Americans over 65, except those 
with incomes as much as $2,500 a 
year for single persons and $3,800 
for married couples. This ex- 
cluded group would comprise about 
3,500,000 persons, almost the same 
number as those not covered by 
the Forand Bill. The plan also 
would provide additional federal 
assistance to states to provide care 
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for the 2,700,000 persons on state- 
operated relief rolls. 

Another recent development 
which needs to be borne in mind 
is that the terms “compulsory,” 
“voluntary,” and “elective” now 
have different meanings than they 
had 15 or more years ago when the 
Murray-Wagner-Dingell and other 
bills were before Congress. In those 
years, the terms related to whether 
or not a person was required to 
accept the health insurance cover- 
age provided under the proposed 
governmental plan. There was 
never much question that if a per- 
son did not come under the plan, 
he was not required to make con- 
tributions toward its financing. 

Today, under existing state health 
and welfare plans, it is recognized 
that all people contribute through 
general tax funds for the payment 
of medical and hospital care for 
indigent and disabled persons. For 
some reason, these governmental 
medical care plans or services, 
while compulsory in payment in- 
sofar as the taxpayers are con- 
cerned, do not seem to create any 
great emotion or public interest, 
and these programs continue to ex- 
pand almost without cessation. 
This is “state medicine,” as that 
term has frequently been used, in 
contrast to a voluntary health in- 
surance system. 

Federal and state contributions 
provided for under the Administra- 
tion proposal would be out of pub- 
lic tax funds. The plan is called 
“voluntary” because the states can 
elect to participate or not. Individ- 
uals can also so elect. Thus the 
plan is considered “voluntary,” al- 
though all taxpayers must pay on 
a “compulsory” basis for a large 
percentage of the costs through 
both federal and state tax pay- 
ments. 

The Forand Bill is labeled as 
“compulsory” because it would be 
administered under the Social Se- 
curity Act and would provide for 
compulsory contributions by em- 
ployers and employees through 
payroll deductions and employer 
tax. Social Security recipients only 
would receive benefits. Payments 
under this plan, therefore, could 
be considered “elective,” since only 
covered employees would contrib- 
ute, and general tax funds would 
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Mead Johnson and Company 
has announced 
its sixth year of awards 
for graduate study in 
osteopathic practice. 
Nine 1-year fellowships 
for 1961 are now open to 
osteopathic graduates of 
the last 4 years 


not be utilized in this connection. 

In its tullest sense, however, this 
bill could be considered “compul- 
sory’ for employers. As far as tax- 
payers are concerned, it is not 
“voluntary” or “elective.” The use 
of general tax funds for a voluntary 
health insurance system has many 
implications. It is important that 
one understands the terms as now 
used, and not be misled by mean- 
ings no longer applicable. 

In this field, the major proposal 
enacted by the eighty-sixth Con- 
gress is Public Law 86-778, which 
became effective October 1. It is 
known as the Social Security 
Amendments of 1960, and estab- 
lished extended medical benefits 
under old-age assistance programs, 
and a new program known as 
Medical Service for the Medically 
Needy Aged not participating in 
the old age assistance program 
under Title I of the Social Secu- 
rity Act. 

In many states, amendments to 
existing laws will be needed to im- 
plement this new federal-state pro- 
gram. It is estimated that within 
5 years the federal cost will reach 
$340,000,000 and the combined cost 
to the states $180,000,000. It per- 
mits states to establish plans, and, 
depending upon plans adopted by 
states, can include the following: 

In-patient hospital services; 
skilled nursing-home care; care by 
physicians; outpatient or clinic serv- 
ice; home care; private nursing; 
physical therapy and related serv- 
ices; dental care; laboratory and 
x-ray services; prescribed drugs, 
eyeglasses, dentures, and prosthetic 
devices; diagnosis, screening, and 
preventive care; and any other 
medical or remedial care recog- 
nized under state law. 


The White House Conference on 
the Aging, to be held early m 1961, 
will develop further information on 
this broad subect. Representatives 
of both the A.O.A. and its divisional 
societies will attend. 


Federal employees ¢ The Federal 
Employees Health Benefit program 
to provide both indemnity and 
service types insurance benefits 
went into effect July 1, for 2, 
000,000 federal employees and 3,- 
000,000 dependents. The program 
includes services of doctors of 
osteopathy in unlimited states, and 
of osteopathic institutions. 

Study of government pamphlets 
on federal health plans is recom- 
mended to members of the profes- 
sion. They explain fully the services 
and provisions of this most impor- 
tant new health insurance program, 
and may be procured from the 
Superintendent of Documents, U.S. 
Government Printing Office, Wash- 
ington 25, D.C. 


Critical areas in medical plans 
It is obvious to health professions 
and to organizations that there are 
certain areas of administration in 
health and medical care plans that 
call for study. A few of these, which 
receive continued attention at vari- 
ous meetings, are here discussed: 

Health care coverage—Whether 
a plan is of the indemnity or service 
type and irrespective of the type 
of financing, there seems to be 
agreement among different groups 
that the coverage should ultimately 
be comprehensive. Piecemeal plans, 
or ones that do not take into con- 
sideration preventive medicine or 
advanced methods of diagnosis and 
therapy, are factors in the increas- 
ing cost of medical care. Early 
diagnosis, for example, can cut 
costs; and preventive measures, 
particularly in the care of children, 
can lower the incidence of disease 
in later years. Statistics indicate 
that persons having comprehensive 
medical care require less medical 
care than those without it. The 
issue today, therefore, seems to be 
drawn more in regard to how the 
care is to be paid for than to the 
breadth of the services. 

Important factors relating to the 
financing of medical care plans in- 
clude the scope, amount, and dura- 
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tion of benefits; the scope of eligi- 
bility, whether it includes individ- 
uals only or members of the family, 
and the composition of the family; 
utilization of the program and of 
such relatively expensive services 
as hospital care; the organization 
of professional services, whether 
group Or individual; the rate of 
payment to professional persons 
and hospitals; and finally, the cost 
of administration of the program. 

More and more we hear that 
comprehensive medical care of high 
quality should be available to all 
people at reasonable cost. New 
standards have developed against 
which various proposals are meas- 
ured. One such set of standards 
calls for: 

1. Inclusive and continuous serv- 
ice in health or apparent health, 
acute illness, convalescence, and 
prolonged or disabling illness. 

2. All types of personal health 
service by physicians, generalists or 
specialists; dentists; pharmacists; 
professional and practical nurses; 
and all other professional and aux- 
iliary personnel deemed necessary 
for effective care. 

3. Full service at the home of 
the patient; at an office, clinic, gen- 
eral or special hospital; or in an 
institution for long-term care. 

4. Provision for service in the 
required amount. 


5. Provision for service for the 
required period of time. 

6. High quality of all services. 

Observation indicates that for a 
large part of the population a basic 
medical, surgical, and hospital cov- 
erage policy, coupled with a catas- 
trophic or major medical expense 
policy with a small deductible and 
co-insurance provision, comes very 
close to meeting the financial costs 
of health care. It also encourages 
early use of medical services. 

Quality of care—Increasing ref- 
erence is made to “quality of care.” 
In private insurance plans, most 
policies require that care be “rea- 
sonable,” “justifiable,” or “ade- 
quate.” Health insurance admin- 
istrators, whether doctors or lay 
persons, are highly experienced in 
reviewing case records of claims 
filed with their companies. They 
come to know the quality of care 
in their communities, and they and 
their companies are interested in 
seeing to it that benefits are not de- 
pleted by unnecessary expenditures. 

Unnecessary care or failure to 
meet community standards raises 
premium costs and diminishes the 
efficiency of the voluntary health 
insurance plan. Health insurance 
administrators today demand that 
the quality of care be the responsi- 
bility of health professions at state 
and national levels and that their 


OPF holds fall meeting—All members of the Osteopathic Progress Fund were present at the October 8 meeting in Central Office, 


organizations see to it that mem- 
bers meet recognized standards. 
For doctors, this means close align- 
ment with professional organiza- 
tions, and service on committees 
directed to improving medical care. 
If the professions do not shoulder 
this responsibility, it will inevitably 
be assumed by a third party. 

Hospital standards—Practically 
all meetings of medical care pro- 
grams bring into focus the need, 
almost the demand, that hospitals 
throughout the country meet the 
standards established by national 
hospital accrediting agencies. In 
the medical profession, reference is 
most frequently made to the stand- 
ards of the Joint Commission on 
Accreditation of Hospitals; in the 
osteopathic profession, to the stand- 
ards of the A.O.A. Committee on 
Hospitals. Accreditation or ap- 
proval by either body will, in the 
not too distant future, be the rule. 

Statistics show that heightened 
levels of hospital and medical care 
are achieved by those who are 
working within the framework of 
institutional and professional or- 
ganizations. The very assurance 
that these organizations promote 
ethical conduct and work to main- 
tain quality care leads health 
insurance and medical care or- 
ganizations to recognize hospital 
approval agencies. 


Chicago. They are: seated, left to right, Henry N. Hillard, D.O.; Merlyn McLaughlin, Ph.D., Earl K. Lyons, D.O., chairman and Mrs. 
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Virgil L. Sharp; standing, left, Richard A. Payne, D.O., and OPF Director Robert Bennett. In background is new OPF exhibit. 
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11:30 o'clock. 


Education of the doctor—Doc- 
tors need a better understanding 
of medical care problems and pro- 
grams, to improve the quality of 
care, and to promote understanding 
of economic effects upon their prac- 
tices and institutions. It may not be 
too much to hope that osteopathic 
and medical colleges will attempt 
to educate their students more fully 
on the changing character of the 
economics and organization of 
medical care in this country. 

Research—It has been interest- 
ing to the Committee to note that 
many medical care plans include 
research as one of their objectives. 
They seem naturally to come to the 
conclusion that doctors and institu- 
tions interested in promoting re- 
search tend also to provide the 
highest quality care. Whether or 
not all the doctors are engaged in 
research, the inclusion of such high- 
ly motivated activity works to good 
effect. In the constantly changing 
character of medical practice, re- 
search appears to be an essential 
element. 

Closed panel plans—The Com- 
mittee has devoted considerable 
study to closed panel medical care 
plans. It appears that in some areas 
they may be reaching their maxi- 
mum growth. They have been in- 
teresting experiments in medical 
organization and practice. 

Most closed panel plans are con- 
sumer controlled. It does not ap- 
pear that doctors are inclined 
toward consumer-controlled plans 
as their way of professional life. It 
is interesting that some of these 
plans have already adopted alter- 
native programs under which a 
subscriber or person covered by the 
master plan may alternate between 
care under the closed panel plan 
or under another plan of a service 
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In Miami Beach in January— 


Hobert C. Moore, D.O., Past-President of the American 
Osteopathic Association, will deliver the Andrew Taylor 
Still Memorial Address, Monday morning, the 23rd, 


Attend A.O.A.’s first winter convention, January 23-26. 


or indemnity character. This alter- 
native has been designated “dual 
choice” and has been adopted by 
plans which formerly provided only 
closed panel care. 

The osteopathic profession should 
recognize that there has been inter- 
est on the part of consumer and 
labor organizations in the develop- 
ment of closed panel plans by doc- 
tors of osteopathy, and that today 
in several areas of the country the 
profession could participate in such 
programs if it so desired. 

San Joaquin County Foundation 
for Medical Care Plan—A type of 
medical care plan found largely in 
California at the county level, and 
in which interest is being displayed 
in other areas of the country under 
a somewhat different format, was 
first established in March 1954, in 
California’s San Joaquin County. A 
similar type of bureau plan is or- 
ganized in the state of Washington. 
Organized by the county medical 
society as a separate corporation, 
this plan generally includes as its 
members nearly all the county’s 
active doctors of medicine. The 
specific and primary purposes of 
the corporations of the Foundation 
are stated in the San Joaquin Coun- 
ty Foundation for Medical Care: 
...to promote, develop, and encourage 
the distribution of medical services by 
its members to the people of San Joaquin 
and adjacent counties at a cost reason- 
able to both patient and physician; to 
preserve unto its members, the medical 
profession at large, and the public, free- 
dom of choice of both physician and 
patient; to guard and preserve the physi- 
cian-patient relationship and its innumer- 
able benefits; to protect the public health; 
to work and study in cooperation with the 
insurance industry and service plans that 
provide for periodic and realistic budget- 
ing for medical care, and which subscribe 
to and provide for the freedom of selec- 
tion of physician and the guarantee of 
the physician-patient relationship. 


The purpose of this type of plan 
is to enable persons to prepay med- 
ical care through insured plans 
which realistically take into con. 
sideration the interests of both doc. 
tors and patients. The plans have 
service type prepayment benefits 
based upon established fees direct- 
ly related to the various income 
levels of the persons covered. The 
Foundation has pioneered in using 
group average income as its guide 
to fee level rather than the income 
of each patient. Fee schedules are 
equated to income levels. To avoid 
the possibility of abuses in admin- 
istration, a county-wide audit com- 
mittee reviews both inpatient and 
outpatient care. Audit committees 
are also required within hospitals. 
All fee schedules must be approved 
by the participating members. 

In the case of the San Joaquin 
plan, 97 per cent of the local M.D.’s 
participate. The Foundation’s legal 
scope is merely to set fee levels 
and schedules for participating 
members, and to supervise the per- 
formance of the doctors providing 
the medical care. Commercial in- 
surance companies underwrite the 
plans for local industries, unions, 
or other organizations on a group 
basis. Doctors’ fees may not go 
above the established schedules. 
The Foundation does not collect 
premiums, fund monies, or assume 
liabilities for payments under medi- 
cal care programs, but rather spon- 
sors the adoption of such contracts 
by groups through commercial in- 
surance programs. 

In some counties in California 
doctors of osteopathy are partici- 
pating in these Foundation plans. 
The Foundation corporation is sep- 
arate and apart from the county 
medical society even though direct- 
ly affiliated with and controlled by 
it. Further information regarding 
this type of plan is being sought 
by the Committee. 

Future plans—The Committee is 
well aware of the fact that the 
subject matter of medical care has 
been under study in this country 
for many years. In 1926, the presi- 
dent of the Rockefeller Foundation 


_said: 


It looks as if society means to insist on 
more effective organization of medical 


service for all groups of people, upon 
distribution of costs of service over large 
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numbers of families and individuals, and 
upon making prevention of disease a 
controlling purpose. Just how these ends 
will be gained, only the very wise or 
very foolish would venture to predict. 
One thing seems fairly certain—in the 
end society will have its way. 


The osteopathic profession must 
exercise vital concern in all devel- 
opments in health insurance and 
medical care plans. A school of 
medicine that is not a part of the 
development in these programs 
cannot be said to be a complete 
school of medicine. As yet, no one 
health or medical plan has received 
full acceptance or approval. Mil- 
lions of dollars have been spent in 
studies, but no final solutions have 
been arrived at. 

The osteopathic profession needs 
to increase its participation in com- 
munity welfare plans. Too often 
emphasis is placed upon federal 
and state programs while local 
community problems tend to be 
minimized. It is important also to 
realize that experience in commu- 
nity activity leads to state and 
national activity. Each doctor needs 
to ask himself if he is doing his 


Finally, this Committee can re- 
port, in all medical care plans, a 
renewed emphasis upon the impor- 
tance of the physician-patient rela- 
tionship. Regardless of the size or 
wealth of a plan, health adminis- 
trators are learning that without 
this personal relationship, impor- 
tant health objectives are not being 
achieved. They are experiencing 
dissatisfaction on the part of in- 
sured persons, increased costs of 
administration, and unnecessary de- 


At the A.O.A. Convention in 
Kansas City, the Society of 
Divisional Secretaries devoted 
a day of their meeting to 
state and national councils on 
development. Participants in- 
cluded, left to right, Barton K. 
Johns, Dr. George B. Stineman, 
Dr, Phil R. Russell, Dr. George # 
W. Northup, and Floyde E. fie 
Brooker. 
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mands for care. Once again, the 
fact that the family physician is 
an intermediary administrator and 
evaluator is comnig into perspec- 
tive. 


Conclusion e Mr. Herbert E. 
Evans, president of the Peoples 
Broadcasting Company, Columbus, 
Ohio, is the new Chairman of The 
National Osteopathic Foundation. 
He and other leading laymen are 
accepting an increasing responsibil- 
ity in helping the osteopathic pro- 
fession meet its many challenges. 

Among many positions of leader- 
ship, Mr. Evans is an official of the 
Nationwide Mutual Insurance Com- 
pany. Recently he quoted both the 
latter company’s slogan, “Never let 
well enough alone,” and its defini- 
tion of a Status Quo Seeker: 


Do you recognize him?—He meets prac- 
tically all problems with “Let well enough 
alone!” Overcrowded classrooms? Under- 
staffed hospitals? Big city slums? Threats 
of a nuclear war? You'll never get a sug- 
gestion for solving these problems from 
him! You'll hardly get a sympathetic ear. 
Wedded to the present, indifferent to the 
future, he abhors “experimentation” and 
resists any new idea. Yet new ideas, it 
seems to us, are precisely what America 
now needs—really new ideas—plus the 
willingness of each of us to welcome them 
with open minds and to speak up for all 
those ideas that are worthy. Otherwise, 
the Status Quo Seeker will prevail, and 
America will not! 


If we follow these ideas, not only 
will the osteopathic profession de- 
velop, but America will be a better, 
healthier, and happier country. 


Recommendation (approval 
voted) e That the Statement on 
Medical Care Plans be approved. 


William B. Strong, D.O. 
Chairman 


Council on Development 


> It became evident to the Council 
on Development a year or so ago 
that, to make its program effective, 
it would be necessary to enlist 
leaders of the profession at the di- 
visional society level. A Committee 
on Divisional Society Councils 
was formed with Dr. George W. 
Northup as chairman. The forma- 
tion of twenty-three divisional so- 
ciety councils since that time attests 
to the effectiveness of this commit- 
tee’s activity. At the first meeting 
of the divisional councils, held in 
Chicago April 2, fourteen states 
were represented. The main benefit 


of the meeting was the exchange of . 


information between the national 
council and divisional society rep- 
resentatives. 

A manual of procedure has been 
provided to councils, and a period- 
ical entitled The Link is keeping 
each council informed on A.O.A. 
and divisional activities. 

The problem of communicating 
with the members of the boards of 
directors of osteopathic hospitals, 
a relatively large and influential 
public, has been of concern to the 
Council. Mailings addressed to a 
hospital for the information of its 
board members does not always 
reach them. Therefore, a Commit- 
tee on Institutional Contacts, under 
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the chairmanship of Dr. Charles 
W. Sauter, II, was formed to estab- 
lish these lines of communication. 
Educational material, prepared by 
the A.O.A. under the direction of 
the Council, is being supplied to all 
directors of approved osteopathic 
hospitals. 


Estate planning e The Council is 
proud of the material on estate 
planning prepared by Mr. Lloyd 
L. Hall, chairman of its Committee 
on Estate Planning. The material 
is presented in three pamphlets: 
“What You Should Know About 
Estate Planning” (a reprint of five 
articles appearing in serial form in 
Tue Forum), “How to Plan Your 
Estate”, and “Your Estate Planner.” 

In addition, Mr. Hall has written 
articles for THe Forum and the 
A.A.O.A. Record; he has advised 
colleges on the technics of tax-free 
life income grants; encouraged 
papers on the subject of estate 
planning at divisional and district 
society meetings; and has gained 
wide distribution of the pamphlets. 
Use of the information prepared by 
the Committee will do much to in- 
sure future income for the pro- 
fession’s institutions. 

In addition to many other areas 
of development, fund-raising for 
the profession’s hospitals and col- 
leges and for research continues to 
be an important activity. The Com- 
mittee on Corporations reports that 
$25,500 has been given to the Na- 
tional Osteopathic Foundation dur- 
ing the year. 


Approach to industry e In the 
opinion of the chairman, the ini- 
tial step toward industry has been 


Discussion at the coffee urn—Left to right, 


quite successful. Of the approaches 
to nineteen pharmaceutical houses, 
nine were successful and ten are 
pending. If the lessons learned can 
be applied as successfully to indus- 
try generally, the effort will have 
been worth while. Preliminary in- 
vestigation by the secretary sug- 
gests that industry does not con- 
sider medical education its direct 
responsibility. 

Higher education generally re- 
ceives only a fraction of 1 per cent 
of the net income of industry be- 
fore taxes. Before the osteopathic 
story can be told, industry must 
realize the important stake it has 
in the health care of the nation. 
In any approach, industry must be 
educated in the needs of osteo- 
pathic education and its respon- 
sibility toward a healthy America. 

The Committee on Foundations 
has developed its system of “match- 
ing lists” as guides in planning 
conferences with foundation direc- 
tors and trustees. Information has 
been furnished these foundations 
for the last year and a half through 
brochures and the A.O.A. News 
Bulletin. In the chairman’s opinion, 
the brochures have been extremely 
well prepared. They include: 
“Focus on the Future,” “Focus on 
Osteopathic Education,” and “Focus 
on Osteopathic Hospitals.” The 
fourth and last of this series, “Focus 
on Research,” will be mailed in the 
near future. Dr. Russell M. Husted 
and his committee have done a 
monumental job. 


College reports e The Committee 
on Education has compiled a re- 
port including college needs. Dr. 
Richard N. MacBain, its chairman, 


Dr. Virgil L. Sharp; Dr. William B. Strong, 


chairman of the national Council on Development; Paul D. Adams; William S. Konold; and 
Dr. Arabelle B. Wolf. 


reported in the June meeting of 
the Council: 


Preliminary statements of need of vary. 
ing degrees of specificity are now on file 
from five of the six colleges. They are 
based partly on answers to the original 
questionnaire sent out last year and part 
ly on supplementary information supplied 
in response to further requests this year, 

The statements of need now available, 
while helpful in many respects, need 
regular amplification and review. While 
major objectives remain the same, modifi- 
cations in time schedules, priorities, and 
in other details occur from time to time, 
It is important that the central planning 
agency and the Foundation be kept cur- 
rently informed. 

This is particularly true of the rela- 
tively small package plans that would 
appeal to foundations and individuals 
who are most likely to make their original 


gifts to the osteopathic enterprises on a 
small scale. 


The Council is highly apprecia- 
tive of the efforts of Dr. Charles L. 
Naylor in his two committee as- 
signments. The activities of the 
Committee on Professional Culti- 
vation is reflected in the Osteo- 
pathic Progress Fund report. 
Twenty-two states are now on the 
support-through-dues program. The 
support this profession gives its 
institutions has no parallel in pro- 
fessional history. 

Of equal importance is the Com- 
mittee on the Doctor and His 
Patients. At the last meeting of the 
Council, Dr. Naylor reported that 
the Christmas Seal Campaign ended 
with the second highest total in its 
history, with a cost of only 19.6 
per cent of the gross income. He 
also distributed two new pamphlets 
for the use of registered and ap- 
proved hospitals. The Council be- 
lieves these will augment good 
hospital-patient relationships. 


Survey of hospitals ¢ The special 
Committee on Hospitals, with Mr. 
Hall as chairman, has made an ex- 
tremely important survey on osteo- 
pathic hospitals. It includes a study 
of the number of hospital beds in 
relation to the country’s osteopathic 
population, and points to areas of 
potential growth for new osteo- 
pathic institutions. In conclusion, 
it suggests that the A.O.A. employ 


‘a person versed in hospital financ- 


ing and construction to assist in 
developing osteopathic hospitals 
throughout the nation. 
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Dr. True B. Eveleth, as chairman 
of the Committee on Health Agen- 
cies, noted the increasing partici- 
pation of the A.O.A. in the National 
Health Council and related activi- 
ties. He recommended that a com- 
mittee be appointed to study the 
possibility of a forum on health 
education. 

The Committee on Government, 
of which Milton McKay is chair- 
man, notes a continuing interest in 
the development of closer relation- 
ships between divisional societies 
and their state governments. In a 
few states, establishment of a 
scholarship-loan type bill has been 
considered, and the Committee has 
given study to many areas of fed- 
eral activity affecting the profession 
and its institutions. Mr. McKay dis- 
cussed the policy of the A.O.A. on 
health insurance adopted by the 
1949 House of Delegates, and the 
Council instructed the Committee 
to review and report on the policy 
of the A.O.A. on federal health. 


Forum on medical care e The 
Committee noted with approval the 
request of The National Osteo- 
pathic Foundation that the Central 
Office staff give study to setting up 
a forum on the cost of medical 
care, to be held in the near future. 
The Council becomes increas- 
ingly aware of the importance of 
research support for the colleges. 
As was pointed out in a recent 
meeting, a significant portion of the 
support of the nation’s medical 
colleges is coming from research 
funds supplied by the federal gov- 
ernment. Increase in activity in this 
area is being studied by the 
Council. 


Activities of the Subcommittee 
on Women’s Activities continue to 
be an important facet of Council 
effort. Mrs. George S. Cozma, chair- 
man, continues to stress the poten- 
tial of the public to which this 
Committee directs its effort. 
Speakers bureaus have been pro- 
posed, public health forums have 
been prepared, and hospital guilds 
have been encouraged. 

In consideration of the heavy 
load that direction of the Council 
and of The National Osteopathic 
Foundation places on the Central 
Office staff, the Council recom- 
mends the employment of a direc- 
tor of The Foundation. 

The Council on Development is 
completing its second year of oper- 
ation. The chairman believes that 
its operations have been worth the 
cost in time, effort, and money. 
Continuous attention to the prob- 
lems of osteopathic hospitals, re- 
search, and education is a necessity 
in every profession. 

The chairman thanks the Coun- 
cil, its committee members and 
advisers, and the Central Office 
staff for extremely hard work and 
excellent cooperation. The second 
year of the Council on Develop- 
ment is ending, we believe, on a 
progressive note. 


Recommendations (approved) 

1. That the Board of Trustees 
record its approval of a plan to 
establish a Forum on Health Edu- 
cation during the fall of 1960, 
under The National Osteopathic 
Foundation. 

2. That the Board of Trustees 
note with approval the action of 
the Board of Directors of The 


National Osteopathic Foundation 
in considering a Forum on the Cost 
of Medical Care. 

3. That the Board of Trustees 
suggest to The National Osteo- 
pathic Foundation the employment 
of a director to coordinate the 
many interests of that agency. 

4, That the American Osteo- 
pathic Association employ a man 
versed in hospital financing and 
construction problems. 


True B. Eveleth, D.O. 
Secretary 


The National 
Osteopathic Foundation 


> In a planning committee which 
met last January 16, these major 
decisions were reached: 

1. That the name of The Osteo- 
pathic Foundation be changed to 
“The National Osteopathic Foun- 
dation,” thus to define the body as 
a national rather than a local or- 
ganization, and to enable it to 
solicit funds from philanthropic 
bodies that give to national organi- 
zations rather than to individual 
colleges or hospitals. 

2. That membership in the Foun- 
dation be increased, to extend op- 


At a recent meeting of the directors of the Foundation, these members of Central Office staff were present—Left to right, Kenneth L. 
Ettenson, A.O.A. treasurer; Luise Van Hook, administrative assistant; Robert A. Klobnak, director, Public and Professional Service; Dorcas 


Sternberg, Assistant to Executive Director; Morti 


mer T. Enright, administrative assistant, and Milton McKay, generai counsel. 
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portunity for osteopathic service, 
and to provide a proving ground 
for membership on the Board of 
Directors. 

3. That a staff be employed to 
administer the affairs of the Foun- 
dation, its members to be employed 
as needed on authority of the Board 
of Directors. 

4. That the structure of the 
Foundation, under the new by- 
laws, be: 

Membership—Lay or profession- 
al persons, elected by the A.O.A. 
Board of Trustees for terms of 1 
year, will comprise Foundation 
membership. Officers will be a 
chairman, vice chairman, and sec- 
retary, who will be the Executive 
Secretary of the A.O.A. Meetings 
will be held annually. 

Board of Directors—Directors 
will be elected by Foundation 
members. In the beginning, terms 
will be staggered for 1, 2, and 3 
years, and eventually will all be 
for 3 years. The Board will have 
not more than twelve members, 
six laymen and six osteopathic 
physicians. Its officers, which it will 
elect, will be a chairman, vice 
chairman, secretary, treasurer, and 
executive vice president. Meetings 
will be held as deemed necessary. 

The first meeting of the new 
Board was held in Central Office on 
April 30. Mr. Herbert E. Evans, 
Columbus, Ohio, president of the 
Peoples Broadcasting Company, 
was elected chairman, and Mr. 
Earle R. MacLaughlin, Midland, 
Michigan, chief engineer of the Dow 
Chemical Company, vice chairman. 
Mr. William T. Brady, New York 
City, president of Corn Products 
Company, was unable to attend. 

Plans were formed for four meet- 
ings, two of them to be of popular 
appeal and to deal with socio-eco- 
nomic problems; two to be forums 
related to the work of the National 
Health Council. 

The Foundation thus defines its 
goals: 

1. To foster understanding of 
the fundamental principles and 
practices of osteopathic medicine. 

2. To support osteopathic col- 
leges, hospitals, research, and stu- 
dent loans, scholarships, and fel- 
lowships. 

3. To produce funds essential to 
carry out the training program of 


physicians and surgeons in osteo- 
pathic colleges. 

4. To apportion these funds to 
colleges, hospitals, students, and 
osteopathic specialty groups accord- 
ing to the purpose and limitations 
of the Foundation charter and by- 
laws. 


} John W. Mulford, D.O. 
Chairman 


Committee on 
Educational Grants 


> The Board of Directors of The 
National Osteopathic Foundation 
authorized enlargement of this 
Committee by the addition of a 
representative of the American 
Association of Osteopathic Colleges. 
President Young appointed Dr. 
Robert A. Kistner, dean of the 
Chicago College of Osteopathy, as 
the new member. 

The midyear report of this Com- 
mittee listed these unrestricted 
funds as being available for edu- 
cational grants: Republic Steel Cor- 
poration, $2,500; Wyeth Fund for 
Postgraduate Education, $5,000; 
Ayerst Laboratories, $2,500; Smith 
Kline and French Foundation, 
$2,500; Research Fellowship Fund, 
$1,395.50; Surgical Equipment 
Company, $100; and the Russell C. 
McCaughan Educational Fund, 
$2,400. 

From February 1 to June 1, these 
additional unrestricted funds were 
made available: Pfizer Foundation, 
$6,000; Lederle Laboratories, 
$2,500; Eli Lilly and Company, 
$2,500; Abbott Laboratories, $2,000; 
Burroughs Wellcome and Com- 
pany, $1,500; and Warner-Chilcott 
Laboratories, $1,000. 

Announcements of available 
grants were supplied to osteopathic 
colleges following the January 
meeting of the Foundation. Criteria 
for grants have been established 
and application forms are now 
complete. 


This Committee met in Central 
Office on June 11, and made the 
following awards, to become effec- 
tive July 1: 
McCaughan scholarships—$400 
each, to John B. Dolven, COMS; 
Joseph L. Feldhouse, PCO; Leroy 
J. Juliano, CCO; Alfonse J. Merola, 
COPS; Charles Sumkin, KCOS; and 
John A. Taylor, KCCOS. 
Pfizer—$1,000 each, to Frank L, 
Amato, Jr., COPS; Yale Bickel, 
KCOS; William M. King, PCO; 
John W. Nelson, COMS; Norman 
H. Teer, CCO; and Dwight L. 
Williamson, KCCOS. 
Wyeth—$5,000, for 1960 and 1961, 
Robert Ho, D.O., PCO, in ortho- 
pedic surgery. 

Ayerst—$2,500, William J. Gilles- 
pie, PCO, in administration. 
Abbott—$2,000, Harry E. Boone, 
III, D.O., CCO, in internal medi- 
cine. 

Burroughs Wellcome—$1,500, San- 
ford S. Herr, D.O., COMS, in in- 
ternal medicine. 
Lederle—$1,000, Geraldine Y. 
Dyer, D.O., KCOS, in pediatrics; 
$1,000, Wilson P. Bailey, D.O., 
KCOS, in pediatrics; and $500, Al- 
vin J. Shapiro, D.O., COMS, in in- 
ternal medicine. 

Lilly—$1,000, Salvatore J. Calise, 
D.O., KCOS, in internal medicine; 
1,000, Arnold Fox, D.O., COPS, in 
internal medicine; and $500, Alvin 
J. Shapiro, D.O., COMS, in internal 
medicine. 
Warner-Chilcott—$1,000 for a 
grant-in-aid to the American Oste- 
opathic Association to be used for 
a 1960 forum in communications in 
medical sciences. 

Surgical Equipment—$100, Ber- 
tram M. Rettner, KCCOS. (This 
award is made to a Florida resident 
who has completed 3 years of 
study. ) 

Smith, Kline and French—$2,500. 
During the first meeting of this 
Committee, it was recommended 
that this grant be made to a Deans 
Committee for the study of osteo- 
pathic college curricula. 

The secretary of The Foundation 
has written to each of these phar- 
maceutical companies to advise 
them of the disposition of their 
funds. It is anticipated that these 
companies will continue to con- 
tribute annually to osteopathic 
education. 


This section is published monthly to inform the practicing physician about new drug products and medical equipment made avail- 
able on the market. It is a reference section prepared by Tue Jounnat from descriptive materials furnished by ethical manufac- 
turers. The American Osteopathic Association does not necessarily advocate the use of these products nor disapprove any 
product not included. The purpose of the section is to provide trustworthy information in a convenient form. — 


RIMSEAL STERILE 
DISPOSABLE PLATED MEDIA 


Description e Rimseal Sterile Dis- 
posable Plated Media offer a wide 
range of culture media in single- 
use petri dishes with a newly de- 
veloped cover designed to speed 
and simplify routine microbiologic 
procedures. Rimseal plates can be 
opened simply by applying pres- 
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sure across the cover. The selected 
medium-dish is then streaked and 


- the plate resealed with gentle pres- 


sure on the cover. The new plate 
protects contents from deteriora- 
tion by drying, thus keeping stored 
media in productive condition. Any 
plate can be opened and closed 
repeatedly for examination of cul- 
tures and selection of colonies, 
without cumbersome resealing pro- 


cedures. Thus Rimseal plates are 
especially well adapted for culti- 
vation of such slow-growing or- 
ganisms as fungi, Mycobacterium 
tuberculosis, and Brucella. The me- 
dia are tested by the manufacturer 
both before and after plating, to 
insure sterility and productivity. 
Bacterial sensitivity testing is an 
important function of Rimseal 
plates, which are supplied with 
such media as eugonager and tryp- 
ticase soy agar, among others. The 
single-use petri dishes can easily 
and safety be disposed of by incin- 
eration of plate and contents. Each 
plate cover carries a media label 
and a frosted area for written iden- 
tification. 


How supplied e Rimseal plated 
media are supplied in convenient 
cartons of 10 and 20 plates. Each 
carton includes two or four plastic- 
wrapped packages of 5 plates each. 


Manufacturer e Baltimore Bio- 
logical Laboratory, Inc., a division 
of Becton, Dickinson, and Com- 
pany, Baltimore, Maryland. 


he 
? 
al 
e 
? i 
id 
{ 
239 


CAUTION. Fedeea! tow prohe 


watt 


SORBOQUEL® 


Chemistry e Sorboquel combines 
a newly synthesized macromolecu- 
lar hydrosorptive agent, polycarbo- 
phil (0.5 gm. per tablet), with a 
new synthetic parasympatholytic 
agent, thihexinol methylbromide 
(15 mg. per tablet). Polycarbophil 
is a loosely cross-linked copolymer 
of acrylic acid; it displays a greater 
water-binding capacity than other 
hydrophilic colloids in common 
use. When hydrated, polycarbophil 
retains its particulate structure; the 
colloidal suspension formed is 
discontinuous and free-flowing. 
Thihexinol methylbromide has the 
formula alpha-di-thienyl-(4-di- 
methylamino-cyclohexy] ) -carbinol- 
methbromide; in use it exerts a 
dominant inhibitory action on in- 
testinal hypermotility. 


Pharmacodynamics e In Sorbo- 
quel, the two components act 
through different but complemen- 
tary mechanisms to absorb free 
fecal water and quell enteral hy- 
permotility. Following oral admin- 
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istration, polycarbophil exerts its 
marked hydrosorptive action only 
on reaching the neutral or alkaline 
medium of the small intestine and 
colon. Since this agent is pharma- 
cologically inert, it is not absorbed 
from the gut nor does it appear to 
interfere significantly with the ac- 
tivity of digestive enzymes. Thihex- 
inol is selective and rapid in action 
and unusually free from atropine- 
like effects; the gastrointestinal mo- 
tor inhibition which it induces en- 
ables the polycarbophil to exert its 
full water-binding effect during 
transit through the bowel. The 
combined drugs are effective in 
lower dosage than that required 
with either drug alone. 


Toxicology e At the average dos- 
age level Sorboquel is generally 
well tolerated. Infrequent and usu- 
ally mild atropine-like side effects 
may occur. With higher dosage, 
complaints of digestive disturb- 
ances are occasionally noted. No 
evidence of toxicity has been noted 
in connection with the use of this 
drug. 
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Indications e Sorboquel has been 
reported to be an effective anti- 
diarrheal agent in nonspecific gas- 
troenteritis, enteritis and entero- 
colitis, in the irritable bowel 
syndrome, regional enteritis, di- 
verticulitis, ulcerative colitis, post- 
antibiotic enteritis, malabsorption 
syndrome, radiation proctitis, and 
surgically short-circuited intestinal 
states. When the diarrhea is due to 
conditions for which specific ther- 
apy is available, Sorboquel should 
be used only as an adjunct. Nutri- 
tional and other indicated measures 
also should be used in protracted 
diarrheal states of nonspecific ori- 


gin. 


Contraindications e Sorboquel is 
contraindicated in cases of glau- 
coma. It should be used cautiously 
in patients with pyloric stenosis or 
intestinal strictures, or in whom 
tachycardia might prove harmful. 
In elderly men, the possibility of 
urinary retention must be consid- 
ered. 


Dosage schedule e For older chil- 
dren and adults, an initial dose of 


1 Sorboquel tablet 4 times a day is 
usually adequate. Divided daily 
doses of 6 or even 8 tablets may be 
required initially in some cases, but 
doses exceeding 6 tablets a day 
should not be used over:prolonged 
periods. When control has been es- 
tablished, some patients may be 
maintained on | to 3 tablets a day. 


How supplied ¢ Sorboquel tablets, 
bottles of 50 and 250. 


Manufacturer e White Labora- 
tories, Inc., Kenilworth, N.]. 


References e Berkowitz, D., and 
others, Round Table Conference, 
New York, April 1960. Hock, C. 
W., Med. Times 88:320, March 
1960. Goff, S., and others, Fed. 
Proc. 14:344, 1955. Grossman, A. J., 
Batterman, R. C., and Leifer, P., 
J. Am. Geriat. Soc. 5:187, 1957. Mc- 
Hardy, G., and others, Am. J. Gas- 
troenterol. 24:601, 1955. Bercovitz, 
Z. T., J. Am. Geriat. Soc. 5:940, 
1957. Personal communications: 
Texter, E. C., Shay, H., Hirsh, H., 
Winkelstein, A., Lind, H. E., and 
Riese, J. A. 
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ALVODINE 
ETHANESULFONATE 


Chemistry e Alvodine is a brand 
of piminodine ethanesulfonate, the 
synthetic piperidine derivative eth- 
yl-4-phenyl-1-[3-phenylamino ) 
propy]] piperidine-4-carboxylate. It 
is a white crystalline solid with a 
slightly bitter taste; its molecular 
weight is 476.6. 


Pharmacodynamics e Alvodine is 
a strong analgesic that is equal in 
potency to morphine but free of 
the high incidence and severity of 
side effects associated with mor- 
phine. The drug does not induce 
either euphoria or narcosis, nor 
does it exert a hypnotic effect, at 
therapeutic dose levels. When sleep 
results it is generally attributable 
to the relief of pain, and therefore 
is considered more physiologic than 
that induced by sedation. In an ex- 
tensive study, satisfactory relief of 
pain was obtained in 87 per cent 
of the patients, and in most cases 
the onset of drug action occurred 
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within 15 minutes and lasted 3 to 
4 hours. Laboratory tests of heart 
function and various blood levels 
have revealed no abnormalities re- 
sulting from the use of Alvodine 
for varying periods. The drug is 
effective in oral, subcutaneous, and 
intramuscular use; it may also be 
given intravenously under certain 
conditions. 


Absorption; fate; excretion e 
Animal studies involving microde- 
termination of Alvodine in body 
tissues showed the highest concen- 
trations in the bile and- the liver. 
Urinary excretion after subcutane- 
ous dosage amounted to 1.4 to 2.5 
per cent of the quantity admin- 
istered. Plasma levels amounted to 
even less, indicating that most of 
the drug is probably metabolized 
by hydrolysis of the ester. 


Toxicology e The side effects com- 
mon to narcotic analgesics, such as 
nausea, vomiting, and vertigo, have 
a particularly low incidence with 
Alvodine. The drug does not cause 
constipation. Unsteadiness of gait 


after parenteral therapy has been 
noted in some patients. Respiratory 
or circulatory depression is not 
likely to occur unless intravenous 
administration of the drug is per- 
formed too rapidly. As with other 
narcotic analgesics, there is a risk 
of addiction when Alvodine is used 
long enough to produce physical 
dependence. In case of overdosage, 
Lorfan (levallorphan) tartrate is the 
accepted antidote. 


Indications e Alvodine is indicated 
for preoperative preparation, relief 
of postoperative pain, and condi- 
tions such as myocardial infarction, 
intractable angina, cholecystitis, 
pleurisy, and the pain of advanced 
carcinoma. It is also useful as a 
supplemental anesthetic. 


Contraindications e Alvodine 
should be used with caution in 
elderly or very young patients, in 
patients being treated with tran- 
quilizers, muscle relaxants, or bar- 
biturates, in patients with intra- 
cranial lesions, patients in shock or 
hemorrhage, patients allergic to 


meperidine, and patients with 
marked hepatic dysfunction. In 
general, oral administration is pref- 
erable for ambulatory patients, 
who may experience undue hypo- 
tension if the drug is administered 
parenterally. 


Dosage schedule e Oral use: For 
adults the usual dose is from 25 to 
50 mg. every 4 to 6 hours; doses 
up to 100 mg. have been given but 
are not recommended for ambula- 
tory patients outside the home or 
hospital. Subcutaneous or intra- 
muscular use: The usual adult dose 
is from 10 to 20 mg. administered 
approximately every 4 hours; for 
more severe pain, up to 40 mg. 
may be given. Atropine may be 
given at the same time to patients 
with renal or biliary colic. For pre- 
operative medication of adults, 10 
or 20 mg. may be given with atro- 
pine or scopolamine. Intravenous 
use: Only persons trained in and 
familiar with the administration of 
analgesics should give Alvodine 
intravenously. Narcotic-antagonist 
drugs and sources of oxygenation 
should be at hand. 
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How supplied e Alvodine is avail- 
able in boxes of 25 and 100 ampuls 
of 1 ce. containing 20 mg. of the 
drug in a sterile aqueous solution; 
also as scored tablets of 50 mg., in 
bottles of 100 and 500. Only dis- 
tilled water with or without 5 per 
cent dextrose should be used as a 
diluent when a dilute solution is 
required, as for example in intra- 
venous use. The drug is subject to 
the Federal Narcotic Law. 


Manufacturer e Winthrop Labo- 
ratories, 1450 Broadway, New York 
18, New York. 


References ¢ Department of Med- 
ical Research, Winthrop Labora- 
tories. Dornette, W. H. L., and 
others, Anesth. & Analg., submit- 
téd for publication. Sadove, M. S., 
Sen, A. K., and Schiffrin, M. J., 
Current Therap. Res. 2:61, Feb. 
1960. Betcher, A. M., and others, 
presentation at A.M.A. Section An- 
esth., Miami, June 1960. DeKorn- 
feld, T., and Lasagna, L., Fed. 
Proc. 18:382 (Pt. 1), March 1959. 
DeKornfeld, T. J., and Lasagna, L., 
J. Chron. Dis., to be published. 
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PICKER TRAVELTOP 


Description e¢ The Traveltop is a 
sliding, motor-driven top for Picker 
Constellation II medical x-ray ta- 
bles designed to make it easy for 
the radiologist to position a patient 
at any angle of the table. By flick- 
ing a switch on the fluoroscopic 
stage, the radiologist can control 
the back-and-forth tabletop travel 
of the patient by as much as 30 
inches. A patient positioned ver- 
tically, as in the illustration, stands 
on a footrest that can be lowered 
to within two inches of the floor. 
The Traveltop is especially use- 
ful for fluoroscopy in the vertical 
position with a conventional fluoro- 
scope or with an image amplifier. 
The device allows the radiologist 
to sit and raise or lower the pa- 
tient at will before the image 
screen without moving the screen 
or losing sight of the image. With 
an image amplifier, the special top 
eliminates the need for adjusting 
the amplifier when it must be 
moved to the patient. It also aids 
in lifting small adults and children 
to the radiologist’s normal viewing 
level during abdominal fluoroscopy. 
Alignment of the patient with the 
film for radiography is facilitated 
with the Traveltop, since it is un- 
necessary to physically shift the 
patient along the tabletop. 


Manufacturer e Picker X-Ray 
Corporation, 25 South Broadway, 
White Plains, New York. 
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NEW ARGYLE 
PLASTIC TUBING 


Description e Argyle tubes incor- 
porate an exclusive design in plas- 
tic tubing for medical-surgical use, 
offering maximum convenience and 
economy. Features of Argyle tubing 
were evaluated by a committee of 
experienced nursing directors and 
supervisors of central supply serv- 
ices and operating rooms. Of spe- 
cial importance is the fact that 
Argyle tubes are designed to be 
readily connected to other tubing 
or apparatus without extra tubing 
or plastic connectors. The unique 
patented manufacturing process 
permits the creation of an integral 
tapered connector end to be in- 
serted into other tubing or cathe- 
ters; no separate “step-down” con- 
nector is necessary as part of the 
tube or as an accessory. The inte- 
gral connector is economical, elimi- 
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Our patented Integral Connector, a shaped 
connector which is actually part of the tube, 
and which eliminates the need for separate 
or attached connectors. 


nates dirt-catching crevices, per- 
mits full vision at all times, and is 
simple and easy to use. Another 
feature of Argyle tubing is the in- 
tegral funnel end for tubes requir- 
ing a funnel connection into which 
an integral connector, syringe, or 
equipment tips may be inserted. 
The one-piece, transparent funnel 
connector fits varied sizes of con- 
nections and eliminates the need 
for an opaque plastic or attached 
rubber connector. 

All Argyle tubes are made of 
highest grade polyvinyl especially 
formulated for surgical use, and 
are odor-free, taste-free, and non- 
toxic. Each tube is fully transpar- 
ent throughout its length. All ex- 
cept the oxygen tubes are clear 
water-white for perfect vision with- 
out color distortion; oxygen cathe- 
ters, cannulas, and connecting 
tubes are a transparent medium 
green, the standard color for oxy- 
gen accessories. The wall thickness 


Our patented Integral Funnel End, a funnel 
which is made as a part of the tube which 
= the need for separate or attached 
unnels. 


of each tube is carefully determined 
for proper rigidity for insertion and 
flexibility for patient comfort. Oth- 
er features include well-rounded, 
softly beveled eyes, with no sharp 
or ragged edges, scientifically bev- 


-eled open-end tube tips, glass- 


smooth and virtually friction-free 
surfaces inside and out, and vari- 
able wall thickness at tube-ends 
to prevent kinking. Although the 
tubes are economical enough to 
permit one-time use, they may be 
cleaned and sterilized for re-use 
if necessary. 


How supplied e Argyle tubes are 
individually packaged “clean” or 
“sterile” as required, and ready for 
immediate use. The heat-sealed 
transparent polyethylene envelope 
resists puncture or breakage. 


Manufacturer e A. S. Aloe Com- 
pany, 1831 Olive Street, St. Louis 
3, Missouri. 
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TACARYL *™™ 


Chemistry e Tacaryl is 10-(l- 
methy]-3-pyrrolidyl methyl) pheno- 
thiazine hydrochloride, with a mo- 
lecular weight of 332.9; the generic 
name is methdilazine hydrochlo- 
ride. 


Pharmacodynamics e Tacary] is 
an antiallergic and antipruritic 
agent which provides inherently 
sustained action at the cellular 
level, protecting the cell against 
histamine and other mediators of 
the allergic reaction. In animal 
studies, Tacaryl has demonstrated 
outstanding histamine-blocking ca- 
pacity as well as significant anti- 
serotonin action. It prevented 
pulmonary edema induced by intra- 
peritoneal injection of ammonium 
chloride when other potent anti- 
histamines failed; it was also very 
active in inhibiting increased cap- 
illary permeability and edema pro- 
duced by yeast, serotonin, and 
other anaphylactoid substances, and 
was singularly effective in prevent- 
ing nonanaphylactoid edema pro- 
duced by dextran. The drug pro- 
tected mice from lethal effects of 


Smg:, 100 tablets 
Tacaryl” 
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endotoxins from Escherichia coli. 
In clinical studies, Tacaryl has 
. provided symptomatic relief in a 
wide variety of allergic and pruritic 
conditions, as well as nonallergic 
conditions such as pruritus accom- 
panying chickenpox. 


Absorption; fate; excretion e¢ 
Tacaryl is rapidly and completely 
absorbed from the gastrointestinal 
tract and thereafter is bound to the 
tissues, where it exerts potent and 
prolonged histamine-antagonist ef- 
fects. Despite the relatively pro- 
longed action, however, the drug 
is virtually eliminated from the 
tissues in 24 hours. Consequently, 
repeated daily dosage does not pro- 
duce a cumulative effect. 


Toxicology e Acute and chronic 
toxicity studies in animals have 
demonstrated that Tacaryl has an 
extremely wide margin of safety. 
Large daily doses produce no func- 
tional or pathologic changes. Daily 
doses up to 125 mg. have been 
administered to patients with no 
untoward effects other than drow- 
siness. Elderly male patients who 
received 50 to 75 mg. daily for 5 to 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


6 weeks showed no evidence of 
hematologic or hepatic toxicity. In 
other studies, no adverse effects 
have been demonstrated by meas- 
urements of heart rate, blood pres- 
sure, respiration, body temperature, 
blood count, urinalysis, blood urea 
nitrogen, and alkaline phosphatase. 
Tacaryl was also shown to have a 
low sensitizing potential in topical 
application to the skin. 


Indications e Favorable response 
to Tacaryl may be expected in: 
nasal allergies, including hay fever 
and allergic rhinitis; allergic bron- 
chitis and bronchial asthma; al- 
lergic conjunctivitis; angioneurotic 
edema; pruritus (allergic and non- 
allergic); urticaria; contact derma- 
titis; poison ivy; atopic or allergic 
dermatitis; neurodermatitis; pityri- 
asis rosea; pruritus of chickenpox; 
eczematous dermatitis; and pruritus 
ani and vulvae. 


Dosage schedule e Tacary] is avail- 
able in two dosage forms—scored 
tablets of 8 mg. each, and flavored 
syrup containing 4 mg. of the drug 
per teaspoonful (5 cc.). For adults 
the dosage is 1 tablet twice daily, 


or 2 teaspoonfuls of the syrup 
twice daily. For children the dos- 
age is half that for adults. If the 
patient is receiving alcohol, anal- 
gesics, or sedatives, Tacaryl should 
be prescribed with caution, since it 
may display potentiating properties. 
If drowsiness occurs with Tacaryl 
the patient should be” warned 
against driving a car or operating 
dangerous machinery. 


How supplied ¢ Scored tablets, 8 
mg., bottles of 100; syrup, 4 mg. 
per 5 cc., 16-ounce bottles. 


Manufacturer e Mead Johnson & 
Company, Evansville 21, Indiana. 


References « Lish, P. M., and 
others, Clinical Research Division, 
Mead Johnson & Company, 1960. 
Weikel, J. H., Jr., Wheeler, A. G., 
and Joiner, P. D., Toxicol. & Appl. 
Pharmacol. 2:68, 1960. Wahner, H. 
W., and Peters, C. A., Proc. Staff 
Meet. Mayo Clin. 35:161, 1960. 
Howell, C. M., Jr., North Carolina 
M. J. 21: May 1960. Crawford, L. 
V., and Grogan, F. T., Tennessee 
State M. S., 307, July 1960. 
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Bone formation in laparotomy scars 


> Roentgen findings in 10 cases of ossification of 
laparotomy scars are discussed by Isadore Katz, 
M.D., and Milton LeVine, M.D., in The American 
Journal of Roentgenology, Radium Therapy, and 
Nuclear Medicine, August 1960. Although such 
heterotopic bone formation has been known to 
pathologists and surgeons for many years, radiolo- 
gists have generally failed to recognize or to inter- 
pret correctly the confusing shadows cast by such 
formations on roentgenograms of the various ab- 
dominal structures. Clinically, heterotopic bone for- 
mation in surgical abdominal wounds is usually 
asymptomatic, but in some cases there may be 
tenderness at the site and pain when the patient 
changes position. Surgical removal of the bony 
mass is the only known form of treatment. There 
appears to be no contraindication to allowing the 
bone to remain, in the absence of symptoms. There 
are two general theories regarding the origin of the 
formation: One is that the new bone arises from 
periosteum which has become detached from a 
neighboring bone; the second, that connective tis- 
sue cells under certain conditions may undergo 
metaplasia and become bone-forming cells. The 
second view is perhaps more widely held than 
the first. 

In the 10 cases reported, none of the patients 
showed painful symptoms, and elective removal 
was not carried out in any case. It was found that 
lack of recognition of the presence of the bone had 
led to roentgenologic and clinical misinterpretation 
of findings. In 5 cases the heterotopic bone was not 
identified even though it was demonstrable in the 
roentgenograms; the period of delay in recognition 
ranged from 1 month to 25 years. In 2 cases there 
were 4-year intervals between surgical treatment 
and roentgenologic recognition of the heterotopic 
bone; it was not known whether other roentgen 
studies that might have revealed the bone had 


been carried out during the interval. In the other 
3 cases the heterotopic bone was identified on the 
first studies made after the operation. In an ad- 
dendum to the article the authors report an addi- 
tional instance of bone formation in a left upper 
rectus abdominal scar. 

This entity should be differentiated from osteo- 
phytes, malformations, and traumatic bone frag- 
ments arising from the lumbar spine, scars of the 
back, calcified costal cartilage, foreign bodies in 
the gastrointestinal tract, and especially the opaci- 
fied common bile duct. 


The role of the obstetrician in the 
prevention of cervical cancer 


> All doctors who practice obstetrics should begin 
periodic screening for preinvasive cervical lesions 
among their patients, in the opinion of Lorna D. 
Johnson, M.D., reported in The New England 
Journal of Medicine, June 30, 1960. The author’s 
plea is based on the fact that an obstetrician sees 
more asymptomatic patients in the crucial age 
range, and carries out more routine pelvic examina- 
tions, than doctors in any other field. There is 
evidence that only a small percentage of young 
women with preinvasive lesions of the cervix are 
now being screened by the Papanicolaou smear 
test. Comparison of the prevalence and age distri- 
bution of these preinvasive lesions among obstetric 
and gynecologic patients demonstrates the impor- 
tance of beginning periodic screening among ob- 
stetric patients. Statistical studies show that the 
age of patients with anaplasia coincides with the 
age of patients attending both obstetric and gyne- 
cologic clinics. Carcinoma in situ, however, occurs 
most often in patients from 30 to 40 years old, 
when fewer are attending either type of clinic, and 
in the decades after the childbearing years there 
is a significant rise in the percentage of invasive 
cancer. Therefore it is vitally important to initiate 
screening in women under 30. 

Of immense importance is the relatively recent 
concept that invasive carcinoma of the cervix is 
preceded by an in situ stage with all the morpho- 
logic properties of cancer except invasion of the 
stroma, and that these malignant changes are pre- 
ceded by recognizable cytologic and morphologic 
changes termed epithelial anaplasia, dysplasia, 
atypia, or equivocal lesions. Eradication of such 
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lesions is a sound method of preventing frank 
invasive cancer. With adequate screening, diag- 
nosis, and treatment of preinvasive lesions, the 
death rate from cancer of the cervix could approach 
a figure close to zero. The problem is to encourage 
young, asymptomatic women to undergo periodic 
examination, and to persuade doctors to take vagi- 
nal or cervical smears or both from patients who 
would not otherwise have pelvic examinations. 


Headache: A discussion of its 
office management 


>» The wide variety of headaches constituting pri- 
mary complaints that do not require hospitalization 
suggests the formulation of a plan to help the phy- 
sician evaluate and treat such cases in his office, 
according to a discussion by E. Douglas Rooke, 
M.D.C.M., and Joseph G. Rushton, M.D., in The 
Medical Clinics of North America, July 1960. The 
initial problem, of course, is to differentiate be- 
tween the cases that can safely be treated in the 
office and those in which further study and treat- 
ment should be carried out under hospital condi- 
tions. Most patients .with headache as a major 
complaint do not have significant organic disease, 
and of the minority with more serious trouble, most 
cases can be readily diagnosed. Examples include 
severe febrile systemic disease, acute meningitis, 
encephalitis, and subarachnoid hemorrhage. When 
the headache itself is of minor severity, however, 
the physician must be alert to the possibility of 
intracranial disease. There is no pain typical of 
brain tumor. However, a minor headache that be- 
comes worse with simple exertion should always 
be considered a warning of intracranial disease. If 
thorough study rules out this possibility, the head- 
ache may be considered the benign exertional type 
which may be handled in the physician’s office. 

Of the large majority of headaches that make up 
the “office” group, vascular, tension, and psycho- 
genic headaches, alone or in combination, account 
for well over 90 per cent. There may be headaches 
secondary to disturbances in the cervical area of 
the spinal column, some caused by ocular disturb- 
ances, and a very few that may result from chronic 
sinus disease, as well as the benign exertional 
headaches mentioned above. Office management 
is discussed in detail in this article. 

Of the vascular headaches, cranial arteritis is a 
medical emergency; patients should be treated 
promptly and thoroughly with cortisone, to arrest 
the disease, relieve pain, and prevent visual dam- 
age. Vasodilating headaches, including migraine 
and histaminic cephalgia, are usually treated with 
ergot in some form; the authors point out that the 
danger in large or long-continued dosage with 
ergot has been considerably overrated. Purely 
psychogenic headaches are rare; usually the psy- 
chogenic aspects are simply elements in the broad 
category of tension headaches related to structural 
changes in the neck and head. The authors em- 
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phasize that this type of headache should not be 
attributed to emotional causes merely because ob- 
jective evidence cannot be demonstrated. In treat- 
ment, simple analgesics should be combined with 
sedatives to reduce emotional tension and physical 
measures to reduce muscle tension; the r use 
of vasodilating drugs, such as nicotinic acid, be- 
tween attacks may be helpful. 

An exertional type of headache may be con- 
sidered benign if neurologic tests are negative, 
electroencephalographic and contrast studies re- 
veal no abnormality, or the headache has been 
present for years without progression. The head- 
ache is brought on from complete comfort by such 
exertion as coughing, sneezing, straining at stool, 
bending, or lifting. It is usually of short duration. 
No specific measures have been found uniformly 
helpful, although mild sedation and antihistaminic 
preparations may be satisfactory. The possibility 
that this condition may be related to lowered 
spinal-fluid pressure has been under investigation, 
but so far the observations do not warrant con- 
clusions. 


Sprains of the lateral 
ligament of the ankle 


> The risk of permanent disability from a sprained 
ankle is discussed by Robert G. McKillop, M.D., 
and Anthony J. Bianco Jr., M.D., in the Proceedings 
of the Staff Meetings of the Mayo Clinic, July 20, 
1960. There is general agreement that inadequate 
treatment may result in chronic subluxation, but 
whether the treatment should be conservative or 
surgical remains unsettled. 

Most ankle sprains occur with the foot in forced 
inversion and plantar flexion, and in severe sprains 
there may be complete avulsion of one or more of 
the three components of the lateral ligament. In 
these cases, anteroposterior roentgenograms with 
the foot in forced inversion should be a routine 


’ part of the examination. General or local anesthesia 


may be used to provide analgesia and relaxation. 
It is important that the uninjured ankle be filmed 
for comparison. A device has been developed for 
simultaneous measurement of talar tilt in both an- 
kles with equal stress on each. If the injury has 
been a simple strain, the talus will remain stable 
in its mortise; avulsion is demonstrated by abnor- 
mal tilting of the talus. 

Early treatment involves control of swelling and 
hemorrhage by means of bed rest, elevation of the 
ankle, compression dressing, and application of 
ice bags. Avulsion of the lateral ligament may be 
treated by plaster-cast immobilization or by sur- 
gical repair. Some workers advocate plaster for 
subluxations with up to 15 degrees of tilt, and 
surgical repair when the tilt is more than 15 de- 
grees; others prefer open repair for all complete 
tears of the ligament. The authors of this article 
describe a case in which a rupture of the lateral 
ligament was treated with a walking cast applied 
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from below the knee to the toes with the foot in 
neutral position. When the cast was removed after 
6 weeks the ankle was asymptomatic and roent- 
genograms of forced inversion showed a stable 
ankle joint. 


Self-feeding in infancy 


> A method for teaching babies to feed themselves 
with cup and spoon in the first year is illustrated 
and described by Charles Hendee Smith, M.D., in 
The Journal of Pediatrics, August 1960. The au- 
thor’s experience of 20 years has proved that the 
method can be applied by any cooperative mother, 
and that the results more than justify the care and 
effort involved. Early training of the baby to handle 
his own cup and spoon frees him from depend- 
ence on his mother, frees much of her time for 
other activities, and helps prevent the formation 
of attention-getting habits centering around the 
child’s mealtime. The essential part of the training 
technic is the relative position of the baby and 
mother; the mother must sit at the right side of 
the baby, her left arm behind him for support, 
and her left hand controlling his. Her right hand 
is then free to guide the spoon in the baby’s hand. 
The training begins in a natural way with the child 
holding the mother’s hand as she guides the spoon; 
gradually the transfer is made until the child is 
guiding the spoon, when he is 8 or 9 months old, 
and by the time he is a year old he takes his meals 
quite independently. A practical suggestion from 
the author: A straight-handled teaspoon is the 
wrong shape, the curved “baby spoon” is too small, 
and experience has shown the best type to be an 
ordinary teaspoon with the handle bent into a 
curve. 

The author calls attention to the fact that even 
a left-handed baby can be taught to feed himself 
in the conventional manner, and should be allowed 
to use his left hand only if he absolutely refuses 
to use the right. Also, once the training in self- 
feeding is started it should never be abandoned. 


Physiopathology of stress incontinence 


>» The basic defect in most cases of stress incon- 
tinence in women is an abnormally short urethra 
or primary urinary sphincter when the patient is 
standing, according to a report by Jack Lapides, 
M.D., Edward P. Ajemian, M.D., Bruce H. Stewart, 
M.D., John R. Lichtwardt, M.D., and Barry A. 
Breakey, M.D., in Surgery, Gynecology & Obstet- 
rics, August 1960. The appropriate treatment is 
simply an operative procedure which prevents the 
urethra from shortening when the patient stands up. 

The authors’ findings are in accord with the 
physical law that the resistance of a tubular struc- 
ture to fluid flow varies directly with the length 
of the tube. In the normal human female a urethral 
length of at least 3.0 cm. in the standing position 
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has been found essential for urinary continence 
under conditions of stress. In their experiments 
the authors found that the average urethral length 
in normal women was 3.8 cm., and in incontinent 
women 2.3 cm., in the standing position. Other 
factors such as intravesical pressure, status of the 
urethral epithelium, and tonicity of muscle and 
elastic tissue in the wall of the urethra play a part 
in determining the effectiveness of the primary 
urinary sphincter in maintaining urinary continence. 
However, if the correct diagnosis is made, by means 
of the procedures listed in this article, one can 
expect all of the patients operated on to be cured 
of stress incontinence. 

The authors conclude that female stress inconti- 
nence is usually due to an abnormal shortening of 
the urethra or urinary sphincter when the patient 
stands up; that the condition is corrected by sutur- 
ing the anterior wall of the urethra to overlying 
symphysis pubis and rectus fascia by anterior ure- 
thropexy; that the onset of incontinence with the 
repair of a cystocele, and the improvement in stress 
incontinence with the development of procidentia 
or cystocele, are explained by the variations in 
intravesical pressure on exertion in patients with 
abnormally short urethras; and finally, that stress 
incontinence is strictly a urologic and not a gyne- 
cologic problem, which can occur without any 
obvious defect of the genital tract and can be 
completely alleviated by anterior urethropexy in 
the presence of unrelieved procidentia, urethrocele, 
and cystocele. 


Experiences in the management of 150 
consecutive cases of massive upper 
gastrointestinal bleeding 


> The effectiveness of a program for emergency 
management of massive gastrointestinal bleeding 
is discussed by Sigmund Mage, M.D., and Benja- 
min A. Payson, M.D., in Surgery, Gynecology & 
Obstetrics, July 1960. The program was inaugurated 
in 1952 at the Beekman-Downtown Hospital in 
New York, an emergency hospital serving a large 
nonresidential area. Of the 150 cases reviewed, 
each was admitted as an emergency case via the 
hospital’s ambulance service, each was admitted 
directly to the surgical service, and each was evalu- 
ated at the time of admission by these authors, who 
have served as a team in supervising the care of 
these patients. The bleeding was classified as mas- 
sive on the basis of its evident severity and the 
patient’s disturbed physiologic reaction to the loss 
of blood; in each there was a strong possibility of 
rapid, fatal bleeding. 

As a rule, the following program is promptly 
started in this hospital's emergency room, in cases 
of severe bleeding: (1) the severity of the bleeding 
is determined and a base line established on which 
to judge subsequent clinical manifestations; (2) 
measures are immediately instituted to combat 
shock and anoxemia by means of gelatin or dextran 


until blood becomes available; and (3) along with 
the supportive measures a formal diagnostic pro- 
gram is carried out to confirm the presence of up- 
per gastrointestinal hemorrhage and determine its 
cause. A Levin tube is passed, and if blood is 
obtained the diagnosis of hemorrhage is confirmed. 
With the tube left in place 24 to 48 hours, gastric 
drainage indicates the status of the bleeding. Since 
the surgical control of bleeding is feasible almost 
solely in peptic ulceration, the major aim is the 
prompt differentiation of this condition from less 
common causes of such bleeding. When pain is 
associated with massive bleeding, early operation 
is carried out, since in all probability a vessel of 
such caliber has been compromised by an active 
penetrating ulcer. In general the therapeutic policy 
is one of evaluating each case as an individual 
problem, however, with surgical intervention fa- 
vored under certain specific conditions rather than 
as routine exploration. Painless bleeding is usually 
treated conservatively. 

Of the 150 cases in this series, peptic ulcers 
accounted for the bleeding in 92, and emergency 
operations were performed in 38 of these. Interval 
partial gastrectomy was carried out in 18 others 
within the next 2 or 3 weeks, and the results indi- 
cated that a patient with chronic peptic ulcer, 
whose condition becomes stabilized after serious 
bleeding, may be safely subjected to interval sur- 
gery sooner than was previously thought. The 
authors consider their results with the treatment 
of bleeding peptic ulceration to be reasonably satis- 
factory, but because of the type of patients encoun- 
tered, the treatment of bleeding varices remains a 
serious problem. 

Whether emergency patients with acute upper 
gastrointestinal bleeding should be admitted to the 
medical or the surgical service is largely a question 
of circumstances in individual clinics. In view of 
the predominance of bleeding ulcers, however, and 
the importance of well-timed and proper surgical 
treatment, it seems reasonable that such persons 
be admitted to the surgical service, but that each 
case nevertheless be evaluated individually. 


Reduction of serum cholesterol by 
sodium dextro-thyroxine 


> Sodium dextro-thyroxine effectively reduces se- 
rum cholesterol in various disease states, according 
to a report by Paul Starr, M.D., Paul Roen, M.D., 
J. Louis Freibrun, M.D., and Leopold A~ Schleiss- 
ner, M.D., in the A.M.A. Archives of Internal Medi- 
cine, June 1960. Although the ability to increase 
oxygen consumption was long held to be the prin- 
cipal if not the only function of the thyroid hor- 
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mone, it now appears the thyroxine or one of its 
derivatives affects many different processes in the 
body. Dextro-thyroxine has very little calorigenic 
potency compared with levo-thyroxine or levo- 
triiodothyronine, but seems more effective than 
either in reducing cholesterol without a concomitant 
increase in basal metabolic rate. 

Sodium dextro-thyroxine in daily oral dosage of 
2 to 16 mg. was given to 11 patients with corrected, 
partial, or complete hypothyroidism, 13 euthyroid 
patients with diabetes mellitus, 17 patients with 
idiopathic hypercholesterolemia, and 2 patients 
with familial xanthomatosis, for periods of 1 to 18 
months. The serum cholesterol was reduced and kept 
down in all cases but one. Although statistical com- 
parison of the results is not feasible, the effective- 
ness of cholesterol reduction seemed about the 
same regardless of diagnosis. The effects were as- 
sociated with a gradual rise in basal metabolic rate 
in athyreotic patients, but were not associated with 
thyrotoxicosis medicamentosa in euthyroid subjects. 
There was, in fact, little symptomatic indication of 
the striking biochemical change. The authors in- 
cline to the belief that their results represent a 
primary and characteristic action of dextro-thy- 
roxine, but state that various clinical trials are 
needed to establish this over other possible mech- 
anisms. 


Toxic episodes in children 


> Publication has been announced of a new quar- 
terly abstract journal, Toxic Episodes in Children. 
This journal is prepared and published by the Ex- 
cerpta Medica Foundation for Kinney and Com- 
pany, Columbus, Indiana, and is available to 
physicians as a professional service. Copies may 
be obtained by writing Excerpta Medical Founda- 
tion, New York Academy of Medicine Building, 
2 East 103rd Street, New York 29, New York. 

The issue at hand is the third, dated September 
1960. It contains seventeen abstracts from world 
literature, related to episodes of accidental inges- 
tion of poisons, untoward reactions to drug therapy, 
treatment of toxic episodes, and general studies in 
pediatric toxicology. Agents discussed are pipam- 
azine, dextro-propoxyphene, chloramphenical triam- 
cinolone, salicylates, kerosene, chlordane, lead 
(chronic encephalopathy in connection with mental 
retardation), Lorfan (as an antagonist for morphine), 
acetazoleamide (for salicylate poisoning, edathamil 
calcium disodium (for acrodynia), boric acid (treated 
by peritoneal dialysis), and miscellaneous agents 
reported as briefs by Poison Control Centers. Four 
general articles on poisoning are also abstracted, 
including one on attempted suicides by children. 
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BOOK REVIEWS: 


®& Books for review which were received during the period 
from September 5 to October 5 are listed on advertising 
pages A-160 to A-165. Reviews of these books will be pub- 
lished as space permits. 


> A PRACTICE OF ANAESTHESIA. By W. D. Wylie, 
M.R.C.P. (Lond.), Consultant Anaesthetist, and H. C. 
Churchill-Davidson, M.D. (Cantab.), D.A. (Eng.), Con- 
sultant Anaesthetist, St. Thomas’s Hospital. Pp. 1056 with 
illustrations. Price $20.00. The Year Book Publishers, Inc., 
200 East Illinois Street, Chicago 11, 1960. 


Two well known English anesthetists have cov- 
ered in one volume just about the entire field of 
anesthesiology as we know it today. Seven con- 
tributing writers have added their knowledge in 
special fields. 

As one reads this volume one is constantly 
amazed at the amount and quality of practical in- 
formation, including references to the very recent 
anesthetic literature. No attempt is made to teach 
basic anesthetic technics; it is assumed that the 
reader has already obtained this knowledge. How- 
ever, the authors have stressed the reasons why a 
certain technic is utilized. 

Special technics have been described in rather 
great detail. The chapter on extracorporeal circula- 
tion, for example, covers 25 pages; and 69 
easy-reading pages cover the field of normal neuro- 
muscular transmission, neuromuscular block, and 
neuromuscular blocking drugs. 

Again, I was surprised at the amount of space 
devoted to the substance known as serotonin and 
its physiology in the body. The knowledge derived 
here is all practical. 

In the chapter on artificial respiration no men- 
tion is made concerning “mouth-to-mouth” rescue 
breathing, a now accepted method. I am surprised 
to see the statement, in speaking of the Holger- 
Nielson method, that “this technique is now ac- 
cepted as the most efficient and practical method 
for performing first aid artificial respiration.” I am 
certain this statement will not find universal ac- 
ceptance today in view of the great amount of 
study devoted to the mouth-to-mouth method of 
artificial respiration in 1959. 


On page 410 is found a statement that ephedrine 
may release small pockets of noradrenaline that are 
believed stored in blood vessel walls. Perhaps that 
may be a reason for the effectiveness of ephedrine 


in the patient who has been on noradrenaline ther- 


apy, and who then is taken off this drug. 

This book is more than a reference book. It is 
an everyday teaching book, and represents an im- 
portant addition to the literature on anesthesiology. 
The practicing anesthesiologist should list this book 
as a “must” for his library. 

A. A. Gotprn, D.O. 


> NEUROLOGY SIMPLIFIED. A Practical Approach to 
the Early Diagnosis and Treatment of Neurologic Diseases 
Written Especially for General Practitioners and Students. 
By David Joseph LaFia, M.D., Assistant in Neurosurgery, 
Jefferson Medical College and Hospital, Philadelphia, Penn- 
sylvania; Special Trainee in Neurophysiology, Division of 
Neurosurgery, National Institute of Nervous Diseases and 
Blindness; The Johns Hopkins University School of Medi- 
cine, Baltimore, Maryland. Cloth. Pp. 175, with illustrations. 
Price $6.75. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


This concise volume has long been needed. It 
brings to the field of neurology for the first time a 
book that is not just a synopsis or an outline. In- 
stead, Dr. LaFia has succeeded in presenting in 
plain language, and in a most delightful manner, 
the rock-bottom essentials of neurologic diagnosis 
and treatment. What I liked about the book was 
the straightforward manner in which it is written. 
For the first time I was not bored by long-winded 
discussions of rare diseases which one sees perhaps 
once in a lifetime of practice. 

Dr. LaFia contends that, “Though there are 
hundreds of neurologic disorders, the number seen 
day in and day out, by even the specialist in neu- 
rology, is not more than two dozen.” With this 
starting point he goes on to prove that one can 
enjoy the study of neurology if he realizes this fact. 
The bugbear of neuroanatomy is gotten around by 
his translation of basic neuroanatomic information 
into simple terms. I found his summary of the 
principal functions of the nervous system an in- 
credible accomplishment. He uses line drawings 
made by himself, and which he maintains that any- 
one can learn to draw. 

The book is divided into two parts. In the first 
he teaches the technic of neurologic diagnosis. This 
section is so coherent and refreshing that the reader 
can hardly put it down. His first chapter is a gem. 
He calls it “the three-step method of making a 
neurologic diagnosis,” and he shows how in eight 
out of ten cases it is possible to suspect the diag- 
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nosis. Once this is settled it is easy to pinpoint the 
neurologic diagnosis by one of several methods he 
describes. He illustrates his points by excellent re- 
productions of roentgenograms of the skull and 
spine, and he minces no words in this section. The 
very latest information is given about the methods 
of arteriography, pneumoencephalography, electro- 
encephalography, and the use of radioisotopes. He 
goes into the indications, technics, and dangers of 
these tests. His purpose is to tell enough about 
these tests to show why and how they are used to 
pinpoint the neurologic diagnosis you suspected by 
using his three-step method. 

The second part of the book gives a complete 
and very down-to-earth discussion of the common- 
est neurologic disorders. He goes into fifteen con- 
ditions seen day in and day out by most general 
practitioners. He makes this section most useful 
by means of streamlined case reports written in an 
entertaining style. Each condition is covered con- 
cisely yet with remarkable thoroughness. He de- 
scribes the latest, and tried, treatments, including 
dosages of most frequently used drugs, as in the 
section on epilepsy. 

This book can be heartily recommended to all 
students and practitioners of osteopathy. Many 
non-neurologic specialists will find this book a 
quick review of practical neurology. For the pe- 
diatrician there is a section on the commonest neu- 
rologic conditions seen in infancy and childhood. 
The problem of low-back pain and the ruptured 
intervertebral disk is gone into quite thoroughly. 
When it is remembered that Dr. LaFia is a neuro- 
surgeon who has operated on such lesions, his 
knowledge in this area is particularly valuable. 

Perhaps this book will start a tremd of “sim- 
plified” books, written by experts who have the 
knack that Dr. LaFia has demonstrated for putting 
a generally dull and complicated subject into en- 
tertaining and simple language. 

Crecm. Harris, D.O., M.Sc.(Psy.), F.A.C.N. 


> BASIC OFFICE DERMATOLOGY. By Stuart Maddin, 
M.D., Fellow, American Academy of Dermatology and 
Syphilology, Member of the Medical Staff of the Van- 
couver General Hospital, Vancouver, British Columbia; 
Julius L. Danto, M.D., Fellow, American Academy of 
Dermatology and Syphilology, Member of the Medical 
Staff of the Vancouver General Hospital; Visiting Staff, 
St. Paul’s Hospital, Vancouver, British Columbia; and Wil- 
liam D. Stewart, M.D., F.R.C.P. (C), Clinical Instructor 
(Dermatology), Department of Medicine, Faculty of Medi- 
cine, University of British Columbia; Outpatient Assistant, 
Department of Medicine, Subdepartment of Dermatology, 
Attending Staff, Vancouver General Hospital, Vancouver, 
British Columbia. Cloth. Pp. 308, with illustrations. Price 
$11.75. Charles C Thomas, Publisher, 301-327 East Law- 
rence Street, Springfield, Illinois, 1960. 


This is a dermatology text that weeds out all but 
the essentials. For each disease are listed the perti- 
nent facts in concise statements, correlating the 
history and etiology. The clinical appearance, 
course of the disease, and histopathology are de- 
scribed, and differential diagnosis is discussed. 
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Diagnostic aids, such as laboratory procedures and 
biopsies, are briefly mentioned when indicated. 
The disorders from which a disease must be dif- 
ferentiated are listed. Each disorder is shown in 
its most common location diagrammatically on out- 
line sketches. Therapy is given, listing proprietary 
names when the material is readily available in 
this form, or prescriptions when it is expedient to 
have a medication compounded. At the end of the 
discussion of each disease, a note on suggested 
reading is given. 

The book is written almost in the form of notes 
one might take from excellent lectures. One section 
of the book is composed of 16 colored pictures of 
good quality and selection. A liberal use of black 
and white pictures in the first and sixth sections of 
the book complements the diagnostic suggestions. 
A third section gives the disorders common to the 
areas by regional diagnosis, and the next relates 
diagnostic procedures and describes each briefly. 
Section five is a general explanation of the “know- 
how” of therapy, with the modalities of electro- 
desiccation, curettage, and solid carbon dioxide 
therapy illustrated. Section six is devoted to sys- 
temic disorders with cutaneous manifestations. The 
eighth part is devoted to the counseling of patients 
on care of hair and skin. Many items are for sale for 
this purpose, with the suggestion, “Ask your doctor,” 
and many patients do just that. 

This book is one students would find most useful. 
It is practical and concise and would be ideal for 
a student to follow and use during his first years 
of general practice. General practitioners would 
find it useful to confirm or correlate their opinions 


and to refresh their ideas of therapy. 
A. P. Uxsricn, D.O. 


>» COUNTERTRANSFERENCE. By Benjamin Wolstein, 
Ph.D., New School for Social Research; W. A. White Psy- 
choanalytic Society, New York. Cloth. Pp. 179. Price $5.50. 
Grune & Stratton, 381 Fourth Avenue, New York 16, 1959. 


The present study constitutes a companion volume to my 
book on Transference. . . . The thesis of this study is that 
transference does not take shape in a vacuum and that its 
formation cannot be studied or understood in a specific 
experiential field of analytic therapy apart from the con- 


crete facts of countertransference. . . . This study may be 
placed in the tradition of the “cultural, interpersonal” 
school of thought in psychoanalysis. . . . The fact of trans- 


ference is a fact of human experience as old as man him- 
self. . . . In this study, an attempt will be made to explore 
the experiential character of the therapeutic field [and to 
inquire] into the psychoanalytic theory of therapy. 
Psychoanalytic therapy is not a re-educational process; it 
is not a course in social economics or philosophical theology; 
it is not a corrective or supportive therapy; and though it 
may be accompanied by any or all of these, it is essentially 
the working through of irrational transference distortions. 


Transference and countertransference have cer- 
tain similarities which the author discusses follow- 
ing a most illuminating chapter on the history of 
countertransference. This, as well as the author’s 
observations, make the volume useful to both the 
psychoanalyst and the psychiatrist trained in other 
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disciplines. Under “observations” he discusses per- 
sonality traits and qualities of the analyst and 
analysand in relation to transference, the inter- 
weaving of defenses, and the working through of 
problems which may develop. 

“Among other things, the emergence of counter- 
transference distortions in the experiential field of 
analytic therapy is direct confirmatory evidence for 
the Hippocratic maxim of ‘Physician, heal thyself!’ ” 
states the author in his chapter on therapy. Here 
again, examples clarify and make usable analytic 
concepts in communicative therapy. 

Even following this short treatise the author sees 
fit to add a chapter of summary which is indeed 
clarifying. Because of his fluency in writing, how- 
ever, the summary is hardly necessary. 

This book, especially the section on history, 
should be important to medical students as well as 
residents in psychiatry. It would seem to be sig- 
nificant reading for the analyst who may be limited 
to earlier concepts in his understanding of the ram- 
ifications of transference. 

Fiepa M. BricuaM, A.M., D.O. 


CUTANEOUS MANIFESTATIONS OF THE MaA- 
LIGNANT LYMPHOMAS. By Samuel M. Bluefarb, B.S., 
M.D., F.A.C.P., Associate Professor of Dermatology, North- 
western University Medical School; Attending Dermatolo- 
gist and Chairman, Department of Dermatology, Cook 
County Hospital; Attending Dermatologist, Veterans Ad- 
ministration Research Hospital; Senior Attending Staff, 
Chicago Wesley Memorial Hospital, Chicago, Illinois. 
Cloth. Pp. 534, with illustration. Price $15.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


This interesting book deals primarily with three 
tumorous diseases that affect the reticuloendothe- 
lial system, namely, mycosis fungoides, Hodgkin’s 
disease, and lymphosarcoma. The detail concerning 
each disease is complete, from definition, etiology, 
pathology, and clinical features through cutaneous 
lesions, prognosis, and treatment. One interesting 
and unusual aspect of this book is the extensive 
reference lists at the conclusion of the discussion 
of each disease. For example, there are twenty-six 
pages with some 378 references for Hodgkin’s di- 
sease alone. This shows the exhaustive detail which 
the author followed to be thorough and complete. 

The extreme symptom variability of each disease 
stresses the need for cooperation between the vari- 
ous specialists and the dependence upon the pa- 
thologist or histopathologist for diagnoses. The 
symptoms of each disease are extremely variable 
and, while this book increases one’s index of sus- 
picion, other than the tumor stage there are no 
pathognomonic signs or symptoms. While the book 
is written by a dermatologist and the lymphomas 
are always in the thinking of the dermatologist, 
even the common dermatologic problem of pruritis 
is not a constant finding of any of the three dis- 
orders. 

The stages of mycosis fungoides are outlined, but 
their extreme variability does not readily project 
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understandjng of the disorder. This is also true of 
Hodgkin’s disease and lymphosarcoma, although 
the latter does present a tumor stage with greater 
consistency. 

The treatment of the lymphomas is primarily ir- 
radiation, and this treatment is discussed in detail, 
The use of the antibiotic drugs, nitrogen mustard, 
and triethylene melamine is discussed, as are ra- 
dioactive isotopes, steroids, and symptomatic treat- 
ment. 

This book should be available in all hospital li- 
braries, and would enhance the library of any 
radiologist, dermatologist, or internist. In some 
respects it is a book which should be read by men 
in general practice to increase their index of sus- 
picion for lymphomas. 

A. P. Uxsricn, D.O. 


> CLASSICS OF MEDICINE AND SURGERY (formerly 
titled: Epoch-making Contributions to Medicine, Surgery 
and the Allied Sciences). Collected by C.N.B. Camac. 
Paper. Pp. 451. Price $2.25. Dover Publications, Inc., 180 
Varick Street, New York 14, 1909. 


This paperback is a reissue of a collection of classic 
papers first published in 1909 by the W. B. Saun- 
ders Company, under the title Epoch-making Con- 
tributions to Medicine, Surgery and the Allied 
Sciences. It includes unabridged reproductions of 
the following: “Antisepsis,” by Joseph Lister; “Cir- 
culation of the Blood,” by William Harvey; “Per- 
cussion of the, Chest,” by Leopold Auenbrugger; 
“Auscultation and the Stethoscope,” by R. T. H. 
Laénnec; “Vaccination Against Smallpox,” by Ed- 
ward Jenner; “Anesthesia,” by Wm. T. G. Morton; 
“A New Anesthetic Agent,” by J. Y. Simpson; and 
“Puerperal Fever,” by Oliver Wendell Holmes. This 
sturdy but inexpensive book makes it easy to re- 
acquaint oneself with the original sources for many 
important modern medical practices and _ beliefs. 
Such acquaintance is healthy in these days of ab- 
stracted literature and digested textbooks; it gives 
one pause to remember that medicine was, and still 
is, a very human art. 


> PATHOGENESIS AND TREATMENT OF OCCLU- 
SIVE ARTERIAL DISEASE. The Proceedings of a Con- 
ference held in London at the Royal College of Physicians 
of London, 13th-14th November 1959. Edited by Lawson 
McDonald. Paper. Pp. 237, with illustrations. Price $5.00 
J.B. Lippincott Company, East Washington Square, Phil- 
adelphia 5, 1960. 


Some prominent names appear in this small book 
of conference proceedings. Besides the general sub- 
ject which forms the conference title, there are 
specific discussions of cerebral vascular disease, 
coronary artery disease, peripheral vascular disease, 
and laboratory demonstrations for various phases. 
The fact that the book is a reproduction of a type- 
script should disturb no one; however, the doctor 
will want to look the text over carefully before 
choosing it from among the many publications on 
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the subject. There are many statistics from clinical 
studies, a number of illustrations, and many inter- 
esting thoughts, but the book is by no means a 
reference. However, on its own terms it is good. 


> BONE AS A TISSUE. Edited by Kaare Rodahl, M.D., 
Director of Research, Lankenau Hospital, Philadelphia; 
Jesse T. Nicholson, M.D., Chief, Division of Orthopedics, 
Lankenau Hospital, Philadelphia; and Ernest M. Brown, 
Jr., M.D., Division of Medicine, Lankenau Hospital, Phil- 
adelphia. Cloth. Pp. 358, with illustrations. Price $16.00. 
McGraw-Hill Book Company, 330 West 42nd Street, New 
York 36, 1960. 


The basic material from which this book was de- 
veloped was presented at the International Con- 
ference on “Bone as a Tissue” at Lankenau Hos- 
pital in Philadelphia in October 1958. Discussion 
papers are also included which answer many of the 
questions raised by attending physicians. This sub- 
ject was of special interest in connection with the 
current research program involving many aspects 
of connective tissue disorders, including arthritis 
and rheumatic diseases. 

Subject matter is divided into the general areas 
of osteoporosis; dynamics of calcium metabolism; 
ultrastructure of bone; and vitamin D, parathyroid, 
citric acid, calcium, and phosphorus. This is be- 
lieved to be the most up-to-date analysis of the 
osseous system currently available, and those in- 
terested in this specialized study should find it 
most helpful. 


> BASIC FACTS OF BODY WATER AND IONS. By 
Stewart M. Brooks, M.S., Science Instructor, Lasell Junior 
College, Auburndale, Mass.; Instructor in Pharmacology at 
Boston City Hospital School of Nursing, and Children’s 
Hospital School of Nursing, Boston, Mass. Paper. Pp. 159, 
with illustrations. Price $2.75. Springer Publishing Com- 
pany, Inc., 44 East 23rd Street, New York 10, 1960. 


This book is an introduction to the complex sub- 
ject of fluids and electrolytes, especially prepared 
for students and graduates in nursing, medical 
technology, and pharmacy, and as a refresher for 
students and practitioners of medicine. Within 
these limits, and with the ever-present danger of 
oversimplification, the book is very good. It deals 
with both normal and abnormal situations and 
serves very well to explain the rationale of clinical 
practice in this field. 


> DIABETES. Edited by Robert H. Williams, M.D., 
Executive Officer and Professor of Medicine, University of 
Washington; Physician-in-Chief, University Hospital, Seat- 
tle. Cloth. Pp. 793, with illustrations. Price $20.00. Paul B. 
Hoeber, Inc., 49 East 33rd Street, New York, 1960. 


With the tremendous progress in many facets of 
research in the field of diabetes and its concomi- 
tants has come the need for a condensation of the 
latest and most authoritative information at the 
basic science and clinical levels. Therefore this 
book—written in a clear and straightforward man- 
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ner by more than forty experts from widely dis- 
persed areas of the world. More emphasis has been 
put on new information than on the old. While 
presenting the accumulated knowledge, an attempt 
has been made to impart understanding by indi- 
cating how basic scientific observations apply to 
clinical problems. Extensive attention is given to 
the problem of hypoglycemia, including considera- 
tion of its many causes, damaging effects, diagnosis, 
and therapy. 

Much of the information in the book is not only 
helpful in understanding the problems of diabetes 
but also those of obesity, arteriosclerosis, growth 
disturbances, adrenopathies, and other metabolic 
disorders. Many practicing physicians will want 
their own copy while others should refer to it in 


library reading. 


> LECTURES ON THE INTERPRETATION OF PAIN 
IN ORTHOPEDIC PRACTICE. By Arthur Steindler, M.D.; 
(hon) F.R.C.S. (Eng); (hon) F.R.S.M. (Eng); F.A.C.S.; 
(hon) F.LC.S., Professor Emeritus, Orthopedic Surgery, 
State University of Iowa Medical School, Iowa City, Iowa. 
Cloth. Pp. 733, with illustrations. Price $18.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


The author emphasizes an interrelation between 
pain and other clinical signs and does not attempt 
to base a clinical diagnosis on a single symptom. 
The pain syndrome is only one means to early 
recognition of pathologic events. There may be 
those who feel that the analysis of pain could be 
kept within the frame of diagnostic technic, but 
the author has reasons for offering it as a special 
feature in diagnosis. He feels that in the majority 
of situations pain is not only the prominent but 
also a premonitory symptom, often exceeding ob- 
jective manifestations, and also the analysis and 
interpretation of pain is a much neglected feature 
in clinical practice and in the teaching of ortho- 
pedic surgery. 

Two concepts foreign to students should be that 
pain is “all in your head,” and that the patient will 
“have to live with it.” The crude and inarticulate 
language of pain must be analyzed while appropri- 
ate measures of prevention can be taken. 

The student and practicing orthopedist should 
receive dividends in understanding patients and 
diseases by investing time in this book. 


®» DICTIONARY OF ABBREVIATIONS IN MEDICINE 
AND THE RELATED SCIENCES. By Edwin B. Steen, 
Ph.D., Professor of Anatomy and Physiology, Western Mich- 
igan University. Cloth. Pp. 98. Price $2.50. F. A. Davis 
Company, 1914-16 Cherry Street, Philadelphia 3, 1960. 


This is a book that will be referred to again and 
again. It is especially helpful for prescription writ- 
ing, hospital charting, and deciphering scientific 
journal articles, textbooks, abstracts, and the par- 
ticular jargon used by the various specialists. The 
widespread use of abbreviations almost necessitates 
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a handy reference book and it is hoped that this 
first comprehensive dictionary in the field of medi- 
cine and related science will serve the professional 
man well. 


> NEW AND NONOFFICIAL DRUGS. An annual com- 
pilation of available information on drugs, including their 
therapeutic, prophylactic and diagnosis status, as evaluated 
by the Council on Drugs of the American Medical Associa- 
tion. Cloth. Pp. 768. Price $3.35. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1960. 


The practicing physician knows the value of con- 
stantly keeping abreast of developments in phar- 
macology and is perhaps looking for this 1960 
edition. This annual publication contains descrip- 
tions of drugs evaluated on the basis of available 
laboratory and clinical evidence. Each drug is 
described in the form of a monograph to provide 
such information as the recognized nonproprietary 
name or names, together with the commercial name 
of preparations marketed in the United States, 
chemical or biologic identity, actions and uses, dos- 
age and routes of administration, and preparations 
and their available sizes or strengths. 


> CLINICAL OBSTETRICS AND GYNECOLOGY. Vol- 
ume 3, Number 1. Obstetric Emergencies: Edited by Martin 
L. Stone, M.D. Pediatric Gynecolocy: Edited by John W. 
Huffman, M.D. Cloth. Pp. 264, with illustrations. Price 
$18.00 a year. Paul B. Hoeber, 49 East 33rd Street, New 
York 16, 1960. 


Those who are familiar with this quarterly sub- 
scription series will welcome the current issue’s 
symposia on Obstetric Emergencies and Pediatric 
Gynecology. With the decline in maternal mortality 
today, the emergencies of labor remain—hemor- 
rhage and convulsions. These emergencies, as 
others, occur at unexpected times and involve two 
lives, which directly affect the plan of manage- 
ment. The first section deals with management of 
these emergencies. 

The section on pediatric gynecology covers such 
items as the development of the female reproduc- 
tive system during adolescence and a great variety 
of disorders which face many unfortunate children. 


>» CURRENT THERAPY—1960. Latest Approved Meth- 
ods of Treatment for the Practicing Physician. Edited by 
Howard F. Conn, M.D., Cloth. Pp. 808, with illustrations. 
Price $12.00. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1960. 


With the complexity of medical therapy increasing, 
the physician obviously would be hard pressed to 
cope with the rapidly changing concepts of medical 
care if he has no recourse to an accurate and spe- 
cific reference work. Current Therapy appears in 
annual editions, this being the twelveth, and re- 
flects intensive medical research and constant re- 
vision needful to the physician. It should be noted, 
however, that this is not a book of recent advances 
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only but that it is a statement of methods, regard- 
less of date of origin, currently employed by out- 
standing therapeutists. It is a new edition rather 
than a revision of the old. There are many first-time 
contributors, and many topics have been rotated 
among authors from several countries. 

It is assumed that the physician has made an 
accurate diagnosis and has need for authoritative, 
detailed, and unbiased information regarding the 
most effective therapeutic agents, their proper dos- 
age and administration, side effects, and the ex- 
pected response of the patient. This book should 
fill the need. 


>» MODERN TREATMENT YEARBOOK 1960. A Year- 
book of Diagnosis and Treatment for the General Practi- 
tioner. Edited by Sir Cecil Wakeley, Bt. K.B.E., C.B., 
LL.D., M.Ch., D.Sc., F.R.C.S., F.R.S.E., F.R.S.A., F.A.C.S., 
F.R.A.C.S., Fellow of King’s College, London; Consulting 
Surgeon, King’s College Hospital, the Royal Masonic Hos- 
pital and to the Royal Navy; Examiner in Surgery to the 
University of Cambridge; formerly Examiner to the Uni- 
versities of London, Glasgow, Durham, Sheffield, Wales 
and Ireland; Editor of the “Medical Press”. Ed. 26. Cloth. 
Pp. 310, with illustrations. Price $7.50. The Medical Press, 
London. The Williams and Wilkins Co., exclusive U.S. dis- 
tributors, 428 East Preston Street, Baltimore 2, 1960. 


This annual British publication, now having passed 
its silver jubilee, brings to the general practitioner 
a wealth of clinical information in its thirty-two 
chapters. These chapters cover a comprehensive 
field in the various branches of medicine, surgery, 
and obstetrics, and incorporate the up-to-date forms 
of treatment. 

Discussed by specialists in their respective fields 
are such topics as cancer of the lung, endometriosis, 
rehabilitation in hemiplegia, fractures of the nose, 
treatment of anxiety states, diagnosis and manage- 
ment of diverticulitis, and hypophysectomy in the 
treatment of neoplastic disease. 

This book should be useful to the busy practi- 
tioner who desires to keep abreast of new advances 
as he looks for medical refreshment and advance- 
ment. 


> CLINICAL ORTHOPAEDICS. Number Fifteen. By 
Anthony F. DePalma, Editor-in-Chief. Cloth. Pp. 217, with 
illustrations. Price $7.50. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1959. 


> CLINICAL ORTHOPAEDICS. Number Sixteen. By 
Anthony F. DePalma, Editor-in-Chief. Cloth. Pp. 315, with 
illustrations. Price Single Number: $7.50 Sustaining Sub- 
scription: $6.00 per issue. J.B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1960. 


The two issues of Clinical Orthopaedics listed 
here concern the hand, part 2 (the first section 
was in #13), and the foot. As is the practice in 
these publications, the papers cover many aspects 
of the main topic, from anatomy through diagnosis 
and treatment of many pathologic changes. Both 
volumes also include papers on general orthopedics 
as well. 


NEW 


PENROSE DRAINS 


TWO major improvements that provide a greater sense 
of security for patient, hospital and physician: 


1. CENTIMETER CALIBRATION: Permits rapid, ac- 
curate evaluation of the length of the indwelling 
portion of the Penrose Drain. 


2. RADIOPACITY: Flat-plate radiographic examina- 
tion discloses presence—or absence—of drain within 
a body cavity. Makes X-ray examination a simple 
method for determining retention of the drain within 
a cavity. 


Research and development of the new radiopaque centimeter-calibrated Penrose 
Drains have been conducted in collaboration with: Dr. Donald F. McDonald, Chief 
of Urology, Strong Memorial Hospital; Professor of Urology, University of Rochester 
School of Medicine and Dentistry, Rochester, N. Y. Dr. Walter J. Pories, Depart- 
ment of Surgery, Strong Memorial Hospital, Rochester, N. Y. Dr. Leonard H. Flax, 
Washington Hospital Center, Washington, D. C. 
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She’s drinking a glass of pure Florida 
orange juice. And that’s important to 
her physician for several reasons. 

How your patients obtain their vita- 
mins or any of the other nutrients found 
in citrus fruits is of great medical inter- 
est—considering the fact there are so 
many wrong ways of doing it, so many 
substitutes and imitations for the real 
thing. 

Actually, there’s no better way for 
this young lady to obtain her vitamin C 
than by doing just what she is doing, 


What’s she doing that’s of medical interest? 


for there’s no better source than oranges 
and grapefruit ripened in the Florida 
sunshine. There’s no substitute for the 
result of nature’s own mysterious chem- 
istry, flourishing in the warmth of this 
luxurious peninsula. 

An obvious truth, you might say, but 
not so obvious to the parents of many 
teen-agers. 

We know that a tall glass of orange 
juice is just about the best thing they 
can reach for when they raid the refrig- 
erator. We also know that if you en- 


courage this refreshing and healthful 
habit among your young patients — and 
for that matter, your patients of any age 
— you'll be helping them to the finest 
between-meals drink there is. 

Nothing has ever matched the quality 
of Florida citrus—watched over as it 
is by a State Commission that enforces 
the world’s highest standards for quality 
in fresh, frozen, canned or cartoned 
citrus fruits and juices, 

That’s why the young lady’s activities 
are of medical interest. 
©Florida Citrus Commission, Lakeland, Florida 


* 
‘3 
= 
“> 


IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE’ 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 
USUAL ADULT DOSAGE: 

One tablet three times a day. 


SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.p. SEARLE co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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After a night of deep, refreshing sleep — this is the promise of Noludar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


300 


brand of methyprylon 300-mg capsules 


a ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


FOR Proven BENEFITS 
with extra relief from anxiety and tension 


The vast majority of meno- 
pausal women, especially 
on the first visit, are nerv- 
ous, apprehensive, and 
tense. PMB-200 or PMB- 
400 gives your patient the 
advantage of extra relief 
from anxiety and tension, 
particularly when the pa- 
tient is “high strung,” un- 
der prolonged emotional 
stress, or when psychogenic 
manifestations are acute. 
Proven menopausal bene- 
fits are confirmed by the 
wide clinical acceptance of 


400 


“PREMARINS WITH MEPROBAMATE* 


“Premarin,” specifically 
for the relief of hot flushes 
and other symptoms of es- 
trogen deficiency, together 
with the well established 
tranquilizing efficacy of 
meprobamate. 


Two potencies to meet the 
needs of your patients: 


PMB-200—Each tablet 
contains conjugated estro- 
gens equine (“Premarin”) 
0.4 mg., and 200 mg. of 
meprobamate. When 
greater tranquilization is 
necessary you can pre- 
scribe PMB-400 — Each © 
tablet contains conjugated 
estrogens equine (“Prem- 
arin’’) 0.4 mg., and 400 mg. 
of meprobamate. Both 
potencies are available in 
bottles of 60 and <e 


AYERST LABORATORIES 
NewYork16,N.Y., Montreal,Canada 


*MEPROBAMATE, LICENSED UNDER U. 8. PAT. NO. 2,724,720. 80137 
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Squibb Standardized Whole Root Rauwolfia Serpentina ( Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 


Rautrax-N lowers high blood pressure gently, gradu- 
ally... protects against sharp fluctuations in the normal 
pressure swing. Rautrax-N combines Raudixin, the cor- 
nerstone of antihypertensive therapy, with Naturetin, 
the new, safer diuretic-antihypertensive agent. The 
complementary action of the components permits a 
lower dose of each thus reducing the incidence of side 
effects. The result: Maximum effectiveness, minimal 
dosage, enhanced safety. Rautrax-N also contains potas- 
sium chloride—for added protection against possible 
potassium depletion during maintenance therapy. 
Supply: Rautrax-N— capsule-shaped tablets providing 50 mg. 
Raudixin, 4 mg. Naturetin, and 400 mg. potassium chloride. 
Rautrax-N Modified—capsule-shaped tab- 

lets providing 50 mg. mg. 
Naturetin, and 400 mg. potassium chlo- 
ride. For complete information consult 
package insert or write Professional Serv- 
ice Dept., Squibb, 745 Fifth Avenue, 
New York 22, N. Y. 


aautaax,® ano natuneTin® ane TRADEMARKS. 


Der Kopi- un? des 


palatinac transverser 
ax. 
dorch che 
Weicttheile der Parke 


Glandelse palatine: 
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stol Laboratories 
Medical Department — 


SYNCILLIN® 


ACUTE TONSILLITIS 


B.G. male. Aug. 11, 


1959 with acute tonsillitis. Illness of 3 days' 


duration, Beta hemolytic streptococcus extremely 


sensitive to SYNCILLIN cultured from the throat. 


Patient started on SYNCILLIN 250 mg. qei.d. 
After 5 days, the lafeation cured and 


‘the antibiotic was discontinued, No subjective or 


objective evidence ‘of side reactions. 
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Why 
combining 

Esidrix’ 

with 

Serpasil 
improves 
control 
of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. = This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down —often to lower levels than can be achieved with 
single-drug therapy. Complete information sent on request. 


Schematic 
diagram illustrates 
constrictive effect 
of fluids and salt 
on vascular wall. 


Esidrix depletes 
fluid and salt, 
increases ability of 
vessel to respond 
to Serpasil. 


suppLiep: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix. —2/2ssms SerPasit®-Esiprix® (reserpine and hydrochlorothiazide ciBa) 
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clinically proven 


in relieving tension... curbing hypermotility and excessive secretion in G.I. disordemyy 


The ef 
TRIO! 85% dlinica 
METHANTHELINE colic, 
MEPROBAMATE TRIDIHEXETHYL BROMIDE spasm, 
lODIDEt toms, 
61% 
ATROPINE SULFATE 
86 PATIENTS 


PATHIBAMATE combines two highly effective and Two available dosage strengths permit adjusting therapy 


well-tolerated therapeutic agents: to the G.I. disorder and degree of associated tension. 

Meprobamate—widely accepted tranquilizer Where a minimal meprobamate effect is preferred... 
and * PATHIBAMATE-200 Tablets: 200 mg. of meprobamate; 

PATHILON tridihexethy!l chloride—antichol- 25 mg. of PATHILON 
inergic noted for its effect on motility and Where a full meprobamate effect is preferred... 
gastrointestinal secretion with few unwanted PATHIBAMATE-400 Tablets: 400 mg. of meprobamate; J 
side effects. 25 mg. of PATHILON 
Contraindications: glaucoma, pyloric nbstruction, and Dosage: Average oral adult dose is 1 tablet 
obstruction of the urinary bladder neck. tid. at mealtime and 2 tablets at bedtime. 


meprobamate with PATHILON?® tridihexethyl chloride Lederle 
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proven safety 


The efficacy of PATHIBAMATE has been confirmed Pictured are the results obtained with the PATHILON 
dinically in duodenal ulcer, gastric ulcer, intestinal _(tridihexethy! iodide)-meproba~~ te combinationt ina 
solic, spastic and irritable colon, ileitis, esophageal double-blind study of 303 ulr= _ats, extending over 
spasm, anxiety neurosis with gastrointestinal symp- a period of 36 months.* TI demonstrate the 
toms, and gastric hypermotility. efficacy of — 1the symptoms. 


| ATROPINE SULFATE| PLACEBO 
DRY MOUTH 5% 72% 46% 5% 2 
STOMATITIS 0% 28% 14% 0% 
VISUAL DISTURBANCES 0% 50% 34% 1% E 
URINARY RETENTION 0% 18% 11% 1% . 
DROWSINESS 0% 0% 0% 
HEMORRHAGE 9% 3% 9% 10% ; 
PERFORATION 0% 0% 6% 
OPERATION 5% 5% 14% 2% : 
NONE 23% 25% 17% 26% 
FEWER AND MILDER 62% 52% 31% 24% 


{PATHILON is now supplied as tridihexethy! chloride instead of the iodide, an advantage permitting wider use, since the latter could 
distort the results of certain thyroid function tests. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ETROLATUM GAUZE U.S.P 
6x36 INCHES | 


TRADE VASELINE man 


sizes 


HERES 


thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 
and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
gery ...an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 
lesions . . . a packing in nose, eye, and ear procedures . . . here is a dressing that is conven- 
ient to use and of guaranteed, sealed-in sterility. 


1%” x 72” Selvage-edged Packing 
(in disposable plastic tube) 

Packing for nose, ear canal, or eye 
socket; submucous resection, rhino- 
plasty, ocular evisceration or other 
surgical intervention, nasal hemor- 
rhage. 


1” x 36” Strip 

(in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand 
surgery, podiatric applications, small- 


. 


area burns, pilonidal cysts, small 
packings. 

3” x 9” Strip, and 3” x 3” Pad 
(in heat-sealed foil envelope) 

Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 

3” x 18” Strip 

(in heat-sealed foil envelope) 
Burns, dermabrasion, traumatic 
wounds, eschar removal, abrasions, 
compound fractures, amputation 


stumps, urological and proctological 
work, and many other surgical 
procedures p.r.n. 


3” x 36” Strip 

(in heat-sealed foil envelope) 

When a larger dressing is needed for 
the indications above. 


6” x 36” Strip 
(in heat-sealed foil envelope) 


Extensive burns, pemphigus, cancer 
resections, large-area wounds. 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is a registered trad k of Ch 
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whipping the 
bowel 


The active principle of Dorbane 
reaches the colon through the cir- 
culation. It acts directly and 
selectively upon the intrinsic 
plexus of the colon. The small 
bowel is not affected. Within 6 to 
12 hours evacuation occurs with- 
out cramping or griping. Non- 
habituating. Each scored tablet 
of Dorbane contains 75 mg., and 
each teaspoonful of orange- 
flavored liquid contains 37.5 mg. 
of 1,8 dihydroxyanthraquinone. 
Suitable for patients of all ages. 


Dorhantyl combines the colonic 
stimulant action of Dorbane 
(25 mg.) with the stool-softening 
effect of dioctyl sodium sulfo- 
succinate (50 mg.), an inert and 
safe surface-wetting agent, ineach 
orange-and-black capsule or tea- 
poonful of orange-pineapple- 
flavored suspension. 


Dorbantyl Forte offers double 
strength dosage of the Dorbantyl 
combination for greater conven- 
ience and economy for patients 
requiring extra potency. In 


orange-and-gray capsules only. 


Relief from Pain, Fever, and Inflammation 
DARVON® COMPOUND and New DARVON COMPOUND-65 


. .. combine the analgesic advantages of Darvon® with the antipyretic and anti-inflammatory 
benefits of A.S.A.© Compound. Darvon Compound-65 is indicated when increased analgesia 
is desired without increase in salicylate content or the size of the Pulvule®. 


Formulas Darvon Compound New Darvon Compound-65 

Usual Dosage 

Darvon Compound: 1 or 2 Pulvules three or four times daily. 

Darvon Compound-65: 1 Pulvule three or four times daily. Lilly 

Also Available: Darvon, in 32 and 65-mg. Pulvules « Darvo-Tran® (qunet/enenen jem 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, Lilly) 

A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 
A.S.A.® (acetylsalicylic acid, Lilly) 

Darvo-Tran® (dextro propoxyphene and acetylsalicylic acid with phenaglycodol, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Conventions and 


meetings 


Academy of Applied Osteopathy, an- 
nual meeting, Miami Beach, Fla., Jan- 
uary 27. Secretary, Margaret W. Barnes, 
P.O. Bin 1050, Carmel, Calif. 


American College of General Practi- 
tioners in Osteopathic Medicine and 
Surgery, midyear meeting, Sheraton- 
Cadillac Hotel, Detroit, November 18- 
20. Executive Secretary, A. J. Schramm, 
5880 San Vicente Blvd., Los Angeles 19. 


American College of Osteopathic In- 
ternists, Eastern study conference, War- 
wick Hotel, Philadelphia, March 10-12. 
Secretary, Glennard E. Lahrson, 400 40th 
St., Oakland 9, Calif. 


American College of Osteopathic Ob- 
stetricians and Gynecologists and Amer- 
ican College of Osteopathic Pediatricians, 
annual meeting, Las Vegas, Nev., Feb- 
ruary 6-9. A.C.O.0.G. Secretary, Arthur 
A. Speir, Box 66, Merrill, Mich. A.C.O.P. 
Secretary, Martyn E. Richardson, 9553 
Lackland Rd., St. Louis 14, 


American Osteopathic Association, 
Sixty-Fifth Annual Convention, 
Carillon Hotel, Deauville Hotel, 
Miami Beach, Fla., January 23-26. 
Program Chairman, Ward E. Per- 
rin, Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15. 


American Osteopathic College of Proc- 
tology, refresher course, March 20-21; 
annual clinical assembly, March 22-24, 
The Rice Hotel, Houston, Texas. Pro- 
gram Chairman, Horace A. Emery, 2901 
Ave. Q, Lubbock, Texas. Secretary, 
Eugene W. Egle, Lackland Clinic, 2335 
Brown Rd., St. Louis 14. 


Arizona, annual meeting, May 13-15, 
Ramada Inn, Phoenix. Program Chair- 
man, L. A. Nowlin, 1325 W. McDowell 
Rd., Phoenix 32. Executive Director, Mr. 
Stanley N. Schultz, Pima Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


California, annual meeting, May 17-20. 
Hotel Lafayette, Long Beach. Program 
Chairman, Robert Parker, 7117 Reseda 
Blvd., Reseda. Administrative Director, 
Mr. J. Stuart Page, 4775 Santa Monica 
Blvd., Los Angeles 29. 


Colorado, annual meeting, Broadmoor 
Hotel, Colorado Springs, April 13-15. 
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rub 


ber 


ges, 
not only on the quantity of rubber per 
inch, but on its quality and placement. 


B-D ACE bandages contain a specially 
extruded, longer-lasting, heat-resistant 
rubber. Tension supplied by this rubber 
is uniformly distributed, thanks to an 
ideal ratio of cross-to-lengthwise threads 
This balanced weave provides continu- 
ous uniform support...firmness under 
tension...freedom from bunching. 

BECTON, DICKINSON AND COMPANY 
RUTHERFORD. NEW JERSEY 


RUBBER ELASTIC BANDAGE eee sce 


Program Chairman, H. V. Anderson, 211- 
12 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 


Georgia, annual meeting, Gardens 
Motel, Callaway Gardens, May 15-17. 
Secretary, Alfred R. Haight, 4731 Memo- 
rial Dr., Decatur. 


Illinois, annual meeting, Palmer House, 
Chicago, April 20-23. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 521, 
53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, French Lick 
Sheraton Hotel, French Lick, May 20-23. 
Program Chairman, Lloyd H. Riley, Odon. 


Secretary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Maine, midyear meeting, Hotel Elm- 
wood, Waterville, December 1-3. Annual 
meeting, Hotel Samoset, Rockland, June 
22-24, Executive Director, Mr. George 
R. Petty, Monmouth. 


Massachusetts, annual meeting, Hotel 
Somerset, Boston, January 21-22. Pro. 
gram Chairman, Bernard J. X. St. John, 
16 Center St., Northampton. Executive 
Secretary, Mrs. Gladys M. Stockdale, 524 
California St., Newtonville 60. 


Minnesota, annual meeting, Lowry 
Hotel, St. Paul, May 4-6. Secretary, E. 
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Truform Hinged Kneecaps Model 968 laced front 
(pictured), Model 969 without lacing, Model 970 
without lacing or two encircling straps. 


Lateral stability 


CONTROLLED stability 


Circular compression of the entire area covered is readily controlled by 
‘adjustment of the lacings.. . 

Lateral stability of the joint is effectively controlled by the two leather 
straps encircling the leg, to which the leather casings of the hinged steel 
side pieces are joined .. . 

Controlled stability is most completely secured with this Truform Hinged 
Kneecap, another of the anatomically correct and therapeutically sound 
appliances by Truform. 

Truform Anatomical Supports are available to you and your patients 
only from the Ethical Appliance Dealer. 


— 


Many other types, in many models. anatomical suppo ris 


Write for your copy of “The Red Book.” 3963 Rosslyn Drive, Cincinnati 9, Ohio 
BRANCHES: New York and San Francisco 
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R. Komarek, 301 Granite Exchange Bldg., 
St. Cloud. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 17-19. Executive 
Secretary, Stan J. Sulkowski, 409 Scarritt 
Arcade, 819 Walnut St., Kansas City 6. 


New Jersey, annual meeting, Traymore 
Hotel, Atlantic City, March 10-12. Pro- 
gram Chairman, Joseph V. Huffnagle, 
101 Bowood Dr., Haddonfield. Executive 
Secretary, Mr. R. P. Chapman, 1212 
Stuyvesant Ave., Trenton 8. 


Ohio, clinical conference, Doctors Hos- 
pital, Columbus, February 17-19. Pro- 
gram Chairman, Robert L. Turton, 111 
W. Third Ave., Columbus 1. Annual 
meeting, Neil House, Columbus, May 
7-10. Program Chairman, Paul J. Keckley, 
2637 Sullivan Ave., Columbus 4. Exec- 
utive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 1-3. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, Eric B. John- 
ston, 2920 Bloor St., W., Toronto 18. 


Oregon, annual meeting, Eugene Hotel, 
Eugene, June 12-14. Program Chairman, 
D. B. Bond, 290 E. 15th, Eugene. Secre- 
tary, David E. Reid, Box 277, Lebanon. 


Pennsylvania, annual meeting, Sheraton 
Hotel, Philadelphia, November 17-19, 
Program Chairman, Charles Lichtenwal- 
ner, Jr., 379 Chestnut St., Pottstown. 
Executive Secretary, Mr. Thomas M. 
Fogarty, 1941 Market St., Harrisburg. 


Tennessee, annual meeting, Hotel Pat- 
ten, Chattanooga, April 30-May 3. Pro- 
gram Chairman, Martin R. Caldwell, 
Soddy. Secretary, Paul Grayson Smith, 
Pikeville. 


Texas, postgraduate seminar, Baker 
Hotel, Dallas, December 2-3. Annual 
meeting, The Granada Hotel, San An- 


tonio, May 4-6. Program Chairman, . 


Clifford E. Dickey, 4021 E. Belknap, Ft. 
Worth 11. Executive Secretary, Phil R. 
Russell, 512 Bailey St., Ft. Worth: 7. 


Virginia, annual meeting, Williams- 
burg Lodge, Williamsburg, May 25-28. 
Program Chairman, Harold A. Blood, 
228 N. Columbia St., Alexandria. Secre- 
tary, Henry S. Liebert, Jr., 3514 Grove 
Ave., Richmond 21. 


West Virginia, annual meeting, Hotel 
Pritchard, Huntington, May 20-23. Pro- 
gram Chairman, Hoy E. Eakle, Summer- 
ville. Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Wisconsin, annual meeting, Cerami’s 
Resort, Burlington, May 21-23. Program 
Chairman, James W. Stout, Stout Clinic, 
322 Vine St., Hudson. Secretary, V. L. 
Sharp, 3924 S. 5lst St., Milwaukee 19. 
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in coronary insufficiency 


Metamine® Sustained helps di 
you dilate the coronaries oe 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies ,at McGill University demonstrated that 
METAMINE “‘exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action than nitroglycerin . . .”’! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.? 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes Looming ¢ New York 17, N.Y. 


*Patent applied for 


Alabama 


Basic science examinations December 
20. Address Herman E. Bateman, Ph.D., 
State Board of Examiners in the Basic 
Sciences, University of Arizona, Tucson. 


State and 
national boards 


basic science examina- Colorado examinations in Decem- 


ber. Address Miss Mary M. McConnell, 


tions December 20-21. Address Mrs. 
Maxine F. Hall, secretary, State Board 
of Examiners in the Basic Sciences, 1919 
7th Ave., So., Birmingham 3. 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix 22. 


- executive secretary, State Board of Med- 


ical Examiners, 715 Republic Bldg., 
Denver 2. 

Basic science examinations December 
7-8. Applications must be filed by No- 
vember 23. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


Connecticut basic science examina- 
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unquestioned 
pain relief 
without 
significant 
untoward reactions “ 


phenyramidol HCl 


relieves the total pain experience 


Analexin is a new class of drug...the first analgomylaxant... 
the only single chemical that raises the pain threshold and relaxes 


muscle tension simultaneously.** These two distinct but concurrent actions 
are “‘...more effective and beneficial in overcoming the total pain experience than... 
either of these actions alone.’’*® The analgesic potency is of the same order as codeine, yet 
Analexin is non-narcotic and not narcotic-related. There are no problems of addiction, 
habituation or tolerance. Side effects are,infrequent and their nature is usually 
mild and transient.'* Results in treatment of patients with musculoskeletal 


disorders reflect “...continuous satisfactory control of the 
patient’s painful state...’ 


**,.. predictability of satisfactory control of a painful state is high..." 
musculoskeletal pain low back pain 


~ excellent to good results 


cellent to good results* 24% moderate reliet 
15% moderate relief 


Pe 15% slight or no relief 


*including muscle strains and tears, arthralgia, muscular rheumatism and spasm. 


Analexin—for relief of pain. Each tablet contains 200 mg. pheny- 
ramidol HCl. 


Analexin-AF—for relief of pain complicated by inflammatory 
processes. Each tablet contains 100 mg. phenyramidol HCl and 300 
mg. aluminum aspirin. 

REFERENCES: 1. Batterman, R. C.: Ann. New York Acad. Sc. 86:203, 1960. 2. Batterman, R. C., ef al.: Am. J. Med. 
Sc. 238:315, 1959. 3. Wainer, A. S.: Ann. New York Acad. Sc. 86:250, 1960. 4. Clinical data in the files of the Medical 
Department, Irwin, Neisler & Co., 1959, 1960. 5. Gray, A. P., et a/.: J. Am. Chem. Soc. 81:4347, 1959. 6. O'Dell, T. B., et al.: 


Fed. Proc. 18:1694, 1959. 7. O'Dell, T. B., ef a/.; J. Pharmacol. & Exper. Therap. 128:65, 1960. 8. O'Dell, T. B.: Ann. New 
York Acad. Sc. 86:191, 1960. 


Meiaber IRWIN, NEISLER & CO. Decatur, Illinois 
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ACCURACY HAS NO QUALIFICATION 
. . . inaccuracy no limit 


Whenever you accept the in- 
accuracy of bloodpressure instru- 
ments, you jeopardize all standards. 
You stand alone . . . apart from 
the benefits of clinical research 
findings and with only a compro- 
mised view of therapeutic results. 


Accuracy is specific; inaccuracy is 
vague. 

In bloodpressure measurement, 
only the mercury-gravity sphygmo- 
manometer can give you perma- 
nent accuracy. It operates on the 
force of gravity which never 
changes, never fails. There are no 
mechanical links between measure- 


ment and indication. What you 
see, you can believe. 


Because of this dependable ac- 
curacy, the Baumanometer® is by 
far the most widely used sphygmo- 
manometer in the medical field 
today. The Baumanometer offers 
lifetime service, lifetime accuracy 
. . . and a lifetime guarantee 
against glass breakage. 

The trim Kompak Model 
Baumanometer (shown above) is 
ideal for bedside or deskside...light 
enough to go everywhere. Your 
surgical instrument dealer will 
gladly show it to you. 


.. everyone respects the pursuit of accuracy 
® 


use the 


W. A. BAUM CO. INC. 
Copiague, Long Island, New York 
Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively 


S.A. 1613 


tions February 11. Address Miss M. G. 
Reynolds, executive assistant, State Board 
of Healing Arts, 110 Whitney Ave., New 
Haven 10. 


Delaware examinations January 10. 
Address Joseph S. McDaniel, M.D., sec- 
retary, State Board of Medical Exami- 
ners, Professional Bldg., Dover. 


District of Columbia examinations 
December 12-13. Address Mr. Paul Foley, 
deputy director, Department of Occupa- 
tions and Professions, 1740 Massachu- 
setts Ave., N.W., Washington 6, D.C. 


Florida examinations in December. 
Address Thomas F. Sheffer, D.O., sec- 
retary, Board of Osteopathic Examiners, 


Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. 


Hawaii For information on exam- 
ination dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14. 

Illinois examinations in January. 
Applications must be filed by the middle 
of December. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol Bldg., 
Springfield. 


Iowa basic science examinations 
January 10 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, 


Ph.D., secretary, Board of Basic Science 
Examiners, Wartburg College, Waverly, 


Kansas examinations during first 
2 weeks in January. Address Francis 
J. Nash, M.D., secretary, State Board of 
Healing Arts, New Brotherhood Bldg, 
Kansas City, Kans. 


Kentucky examinations in Decem- 
ber. Address Mrs. Ray Wunderlich, di- 
rector, Medical Licensure and Registra- 
tion, State Board of Health, 275 E. Main 
St., Frankfort. 


Massachusetts examinations Janu- 
ary 10. Address David W. Wallwork, 
M.D., secretary, Board of ° Registration 
in Medicine, Room 37, State House, 
Boston 33. 


Michigan basic science examina- 
tions in February. Address Mrs. Anne 
Baker, secretary, State Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


Minnesota basic science examina- 
tions January 3. Applications must be 
filed by December 10. Address Ray- 
mond N. Bieter, M.D., secretary, State 
Board of Examiners in the Basic Sciences, 
105 Millard Hall, University of Minne- 
sota, Minneapolis 14. 


Nebraska basic science examina- 
tions January 10-11. Address R. K. Kirk- 
man, director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


Nevada examinations in January. 
Address John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations January 3. 
Address Dr. Kenneth C. Kemp, Ph.D., 
secretary, State Board of Examiners in 
the Basic Sciences, University of Ne- 
vada, Reno. 


New Mexico examinations January 
15. Address L. D. Barbour, D.O., secre- 
tary, State Board of Osteopathic Exam- 
ination and Registration, Roswell Osteo- 
pathic Hospital, Roswell. 

Basic science examinations January 
15. Address Mrs. Marguerite Cantrell, 
secretary, Board of Examiners in the 
Basic Sciences, Box 1522, Santa Fe. 


New York examinations in Decem- 
ber. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


North Carolina Walter C. Eldrett, 
D.O., Hendersonville, has been appointed 
a member of the State Board of Osteo- 
pathic Examination and Registration to 
serve until 1965. 


North Dakota examinations in Jan- 
uary. Address M. J. Hydeman, D.O., sec- 
retary, State Board of Osteopathic Ex- 
aminers, 417% Broadway, Bismarck. 


Ohio examinations in December. 


Applications must be filed 2 weeks prior 
to examinations, Address H. M. Platter, 
MD., secretary, State Medical Board, 
91 W. Broad St., Columbus 15. 


Oregon examinations in January. 
Address Mr. Howard I. Bobbitt, exec- 
utive secretary, State Board of Medical 
Examiners, 609 Failing Bldg., Port- 
land 4. 


Pennsylvania examinations January 
25-26 in Room 200, Education Bldg., 
Harrisburg. Applications must be filed 
15 days prior to examinations. Address 
Mrs. Katherine M. Wollet, secretary, 
Bureau of Professional Licensing, 501 
Education Bldg., Harrisburg. 


Rhode Island examinations Janu- 
ary 5-6. Address Mr. Thomas B, Casey, 
Administrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations February 
8, Address Mr. Casey. 


South Carolina examinations No- 
vember 15 at Columbia. Address Ernest 
A. Johnson, D.O., secretary, State Board 
of Osteopathic Examiners, Box 525, 
Summerville. 


South Dakota examinations Janu- 
ary 17-18. Address Mr. John C. Foster, 
executive secretary, State Board of Med- 
ical and Osteopathic Examiners, Room 
300, First National Bank Bldg., Sioux 
Falls. 

Basic science examinations first week 
in December. Applications must be filed 
2 weeks prior to examinations. Address 
Mr. Gregg M. Evans, Ph.D., secretary, 
Basic Science Board, 319 E. 15th St., 
Yankton. 


Tennessee examinations in Febru- 
ary. Address M. E. Coy, D.O., secretary, 
State Board of Examination and Regis- 
tration for Osteopathic Examiners, 1226 
Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 62 S. Dunlap, Memphis 3. 


Utah = examinations third week in 
January. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Cap- 
itol, Salt Lake City 14. 


Vermont examinations in January. 
Address Charles D. Beale, D.O., secre- 
tary, State Board of Osteopathic Exam- 
ination and Registration, Mead Bldg., 
Rutland. 

Virginia examinations in Decem- 
ber. Address K. D. Graves, M.D., sec- 


retary, State Board of Medical Exam- 
iners, 631 First St., S.W., Roanoke. 


Washington examinations in Janu- 
ary. Address Mr. Thomas A. Carter, 
secretary, Professional Division, Depart- 
ment of Licenses, Olympia. 

Basic science examinations in January. 
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common 


provide total therapy — 
nasal decongestant antihistaminic 
analgesic - antipyretic 
for symptomatic relief 


aches fever pain respiratory tra 
congestion 
Dosage: Adults and older children: One or two 
tablets t.i.d. as required. Children 6 to 12 years 
of age: One tablet t.i.d: as required. 
Supplied: Bottles of 100 and 1000. — 
Each orange and yellow layered tablet contains: ig 
‘Sudafed’®@ brand Pseudoephedrine Hydrochloride. 20 mg.. 
x ‘Perazil’® brand Chloreyclizine Hydrochloride. ... 15 mg. 
Acetophenetidin mg. 
Aspirin (Acetylealicylic Acid) 200 mg. 


URROUGHS WELLCOME & 


30 mg 


Applications must be filed 15 days prior 
to examinations. Address Mr. Carter. 

Wisconsin examinations in January 
at Madison. Applications must be filed 
2 weeks prior to examinations. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
State Board of Medical Examiners, Room 
28, 115 So. Pinckney St., Madison 2. 

Basie science examinations December 
10 at Marquette University Medical 
School, Milwaukee. Applications must 
be filed by December 1. Address Mr. 
W. H. Barber, secretary, State Board of 
Examiners in the Basic Sciences, 621 
Ransom St., Ripon. 


Wyoming examinations February 6. 
Address James W. Sampson, M.D., secre- 


tary, State Board of Medical Examiners, 
State Office Bldg., Cheyenne. 


Saskatchewan professional and 
basic science examinations at Saskatoon 
in January. Address Anna Northup-Little, 
D.O., 2228 Albert St.; Regina. 


Reregistration 
of osteopathic licenses 


December 1—District of Columbia, 
$4.00. Address Mr. Paul Foley, deputy 
director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6, D.C. 
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-tro-intestinal spasm... 


action 
for smooth therapeutic control 


_ BUTIBEL offers an important clinical refinement in the relief of gas- 
co-ordination of the reliable antispasmodic and 


antisecretory activity of Ext. belladonna 15 mg. and the intermediate 4 
sedative action of BUTISOL SODIUM? butabarbital sodium 15 mg. 4 


*? Since these two 


have essentially the same duration of 
action, BUTIBEL makes possible an even, time-matched — 

_ therapeutic continuity for balanced control of both tension and 
_ spasm, without the “‘cumulative drag” so many patients experience 


_ with phenobarbital. 


[ McNEIL McHEIL LABORATORIES, INC, 28, Pa 


December 1—Oregon, $20.00 resi- 
dents; $5.00 inactive non-residents. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, State Board of Medical Exam- 
iners, 609 Failing Bldg., Portland 4. 


December 31—Alabama, $5.00. Ad- 
dress D. G. Gill, M.D., secretary, State 
Board of Medical Examiners, State Office 
Bldg., Montgomery 4. 


December 31—Arizona, not more than 
$10.00. Address Russell Peterson, D.O., 
treasurer, State Osteopathic Board of Reg- 
istration and Examination in Medicine 
and Surgery, 2747 E. McDowell Rd., 
Phoenix 22. 

Prior to December 31—Georgia, $3.00. 


Address Mr. C. L. Clifton, joint secre- 
tary, State Examining Boards, 224 State 
Capitol, Atlanta. 


December 31—New Hampshire, $5.00 
biennially. Address Edward W. Colby, 
M.D., secretary, State Board of Regis- 
em in Medicine, State House, Con- 
cord. 


December 31—Tennessee, $5.00, Ad- 
dress M. E. Coy, D.O., treasurer, State 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 


January—Alberta, reregistration. 
Pay $75.00 a year membership in College 
of Physicians and Surgeons in January. 


Address G. B. Taylor, acting registrar, 
Office of the Registrar, University of 
Alberta, Edmonton. 


January—Connecticut, $5.00. Address 
James T. Berry, D.O., treasurer, Osteo. 
pathic Examining Board, 410 Asylum St, 
Hartford 3. 


January—North Carolina, $5.00. Ad- 
dress Joseph H. Huff, D.O., treasurer, 
State Board of Osteopathic Examination 
and Registration, 330 W. Front St., Box 
1177, Burlington. 


January—Wisconsin, $3.00. Address 
Thomas W. Tormey, Jr., M.D., secre- 
tary, State Board of Medical Examiners, 
Room 28, 115 S. Pinckney St. Madi- 
son 2, 


January 1—California, set by the 
board, not to exceed $25.00. Address 
Glen D. Cayler, D.O., treasurer, Board 
of Osteopathic Examiners, 1013 Forum 
Bldg., Sacramento 14. 


January 1—Florida, $10.00. Address 
Thomas F. Sheffer, D.O., treasurer, Board 
of Osteopathic Examiners, Las Olas Hos- 
pital, 1516 E. Las Olas Blvd., Ft. 
Lauderdale. 


January 1—Maine, $4.00. Address 
George Frederick Noel, D.O., treasurer, 
Board of Osteopathic Examination and 
Registration, 20 Monument Square, 
Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
G. Murphy, D.O., Licensing Board of 
Osteopathic Physicians, 120 Sherburn St., 
Winnipeg. 


January 1—Minnesota, $2.00. Address 
Clifford F. Dartt, D.O., treasurer, State 
Board of Osteopathic Examiners, 318 
Bush St., Redwing. 


January 1—New York, $6.00 bien- 
nially. A physician receiving a license 
the second year of any biennial regis- 
tration period pays a fee of $3.00 for 
a certificate expiring December 31 of 
such second year. Address Dr. John W. 
Paige, chief, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 


January 1—Ontario, $25.00. Address 
D. Gordon Campbell, D.O., treasurer, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 


January 1—Pennsylvania, $10.00 bi- 
ennially. Address Mrs. Katherine M. 
Wollett, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 


January 1—Saskatchewan, $30.00. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—South Dakota, $2.00. Ad- 
dress Mr. John C. Foster, executive sec- 
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retary, Board of Medical and Osteopathic 
Examiners, Room 300, First National 
Bank Bldg., Sioux Falls. 


January 1—Texas, $5.00. Address 
Mrs. Carolyn H. Millard, assistant secre- 
tary, State Board of Medical Examiners, 
1714 Medical Arts Bldg., Ft. Worth 2. 


January 1—Utah, $3.00. Address 
Clarence E. Hyatt, D.O., treasurer, Osteo- 
pathic Examining Board, 144 E. Fifth 
North St., Provo. 


January 31—British Columbia, set by 
the Council of Colleges of Physicians 
and Surgeons of British Columbia. Ad- 
dress Lynn Gunn, M.D., registrar, 1807 
W. 10th Ave., Vancouver 9. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers, Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 


_ candidate may take after having satisfac- 


torily completed the first six months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually, 

The National Board of Examiners will 
conduct the 1961 Part III examinations 
on April 15-16, at Philadelphia, Detroit, 
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PSORIASIS 


distressing 


to the patient 


to the doctor 


clinically tested > 
ethically promoted > 
safe and effective > 
easy fo use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
at pharmacies or direct 
in 4 ond 8 fluid ounces 


== 


12850 Mansfield Avenue 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically coms 
bined with soaps, 0.5% Phenol, 0.75% Cresol, 


SHIELD LABORATORIES 


Dept. OA-1160 
Detreit 27, Michigan 


Kansas City, and Los Angeles. The dead- 
line for applications is March 15, 1961. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1954 must take Part III in 1961 
or forfeit the right to complete the ex- 
aminations. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a l-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 
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Only a single prescription provides: 


R * symptomatic relief of aches, 
pains, fever, coryza and 
rhinorrhea associated with 
upper respiratory infections 


* effective antibiotic action 
against secondary infections 
caused by tetracycline- 
sensitive pathogens 


Each 
TETREX-APC with BRISTAMIN 
Capsule contains: 
ANTIBIOTIC 
TETREX (tetracycline phosphate 
complex equivalent to 


tetracycline 125 mg. 
ANALGESIC — ANTIPYRETIC 

Aspirin 150 mg. 

h, eti 120 mg. 

Caffeine 30 mg. 


ANTIHISTAMINIC 
BRISTAMIN (phenyltoloxamine 
citrate) 5 mg. 
Dosage: Adults: 2 capsules 3 or 4 times a 
day for 3 to 5 days. 
Children: 6 to 12 yrs.: One-half 
the adult dose. 


Supplied: Bottles of 24 and 100 capsules. 


According to a report by the 
Council on Drugs of the American 
Medical Association,* antibiotics 
may be administered for 
prophylaxis against secondary 
bacterial invaders in the following 
types of patients with influenza: 
pregnant women; debilitated 
infants; older individuals; patients 
being treated for other bacterial 
infections with chemotherapeutic 
agents; and patients with chronic, 
nonallergic respiratory disease. 


*Council on Drugs. J.A.M.A, 165:58 (Sept. 7) 1957, 
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BRISTOL LABORATORIES 
Div. of Bristol-Myers Co. 
SYRACUSE, NEW YORK 


A tide in the 


affairs of men* 


About 1,140,000 rehabilitations ago, the 
public program of vocational rehabilita- 
tion was born. Its birth took place in the 
aftermath of a convulsive World War, 
and it came of age during the most 
prodigious period of change in our na- 
tional—and_international—history. 

The eminent scientist, J. R. Partington, 
has observed that there were few addi- 
tions to man’s knowledge and use of 


°Reprinted from Rehabilitation Record, May- 
June 1960. 
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materials for a period of about 3,000 
years—from the end of the Bronze Age 
to the emergence of modern science. At 
mid-20th century, in contrast, entirely 
new chemicals were being introduced to 
American industry at the rate of 10,000 
to 20,000 per year. 

A near-revolution has taken place in 
medicine during the past 20 years. Fifty 
percent of the spectacular therapeutic 
aids in use today were unknown as re- 
cently as 15 years ago. 

Not only these but other dramatic 
changes in age and growth of popula- 
tion, development of prosthetics, and 
new techniques have had a direct impact 
on vocational rehabilitation. The initial 
legislation, Public Law 236 in 1920, 


arose from two World War I soutces, 
First, the war experience had shown that 
there was the urgent need of the Nation 
for an organized program of vocational 
training to meet the demands of our 
greatly expanding economy and produc- 
tion. Secondly, the care of war wounded 
had vividly dramatized the possibilities 
of coping with physical injuries. 

As a scene setter to illustrate progress 
over the past four decades—the four 
decades of vocational rehabilitation in 
our country—it may be well to check a 
few highlights of the program’s develop- 
ment in terms of accomplishments. This 
may illustrate the effect of accomplish- 
ments under various legislative and ad- 
ministrative acts. 

First, in terms of rehabilitations to 
gainful employment and satisfying life, 
the record shows 523 for the first year 
of operations, fiscal year 1921; 80,739 
in 1959; and estimates of 88,000 and 93,- 
000, respectively, for the current year 
and 1961. By decades, and other sig- 
nificant milestones, the totals were 4,605 
for 1930; 11,890 for 1940 (with a leap 
to 43,997 in 1944 on the basis of war 
needs and significant legislation) and 59,- 
597 in 1950. A new high was reached 
in 1951 when 66,193 persons achieved 
successful rehabilitation, but this was 
followed by several years of slightly 
diminishing totals, caused primarily by 
inadequate funds coupled with rising 
costs, and change of emphasis from sheer 
numbers to more adequate rehabilitations 
and service to more severely disabled 


persons. 

The upswing started promptly on the 
enactment of the current operating char- 
ter in 1954 and rehabilitations rose 
above 70,000 in 1957 and above 80,000 
two years later. 

One cause for the steadily increasing 
numbers over the past few years has 
been the availability of more money. A 
significant result is the use in the number 
of man-years devoted to counseling the 
disabled. It has risen more than 60 per- 
cent since 1954. It was 1 man-year for 
each 140,000 of population in 1954 and 
1 man-year for each 97,000 in 1959. 

Other factors inevitably have had their 
effect. In 1938, just before the defense 
effort started in earnest, the State reha- 
bilitation agencies were operating only 
169 separate offices with 300 professional 
and administrative workers. In 1959, 
comparable figures were 686 and 2,400. 

Money, as always, has been a vital 
factor, and Federal expenditures, which 
are not to be confused with authoriza- 
tions or even appropriations, remained 
below $1 million a year until 1935, 15 
years. after the start of the program, ex- 
ceeded $2 million only in 1941, $4 mil- 
lion in 1944, and $7 million in 1945. 

The States were carrying the major 
part of the load until 1944. This is re- 
flected in the decade-by-decade figures: 
$93,000 Federal and $191,000 State 
funds for 1921; $739,000 Federal to 
$960,000 for the States in 1930; $1,972,- 
000 Federal money against $2,136,000 


: 
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| 
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for the States in 1940 (with 1944 chang- 
ing the balance with $4 million in Fed- 
eral funds against $2.3 million in State 
money). The 1950 figures were $20.3 
million in Federal support and $9 million 
from the States. 

Estimated Federal expenditures for 
1960 fall into four categories: basic sup- 
port of $50.4 millions (with State funds 
of $30.8 million), extension and improve- 
ment funds of $1.2 million plus (with 
State money of more than $400,000); 
research and demonstrations, $6.5 mil- 
lion and training $6.2 million. Roughly 
one-third of the latter two sums are 
matched by the grantees. 

Current funds give one clue to tre- 
mendous change in the program itself 
since the first Vocational Rehabilitation 
Act. It was so narrow that it has become 
a cliche to say that it consisted mainly 
of “training around the disability.” There 
was no authority for the States to use 
Federal money for physical restoration 
of the disabled, though some States pro- 
vided such services on their own. How- 
ever, the program provided in addition 
to training, a core of counseling, job 
finding, and prosthetics. These, greatly 
improved and supplemented with medi- 
cal services and other significant program 
developments, constitute the present pro- 
gram. 

The importance of that first act can- 
not be overestimated. It constituted the 
very first venture of the Federal Gov- 
ernment into services for individuals 
and, indeed, was one of the earliest of 
all programs of grants-in-aid. It also 
recognized the task of restoring disabled 
people to useful work as a joint commu- 
nity and national responsibility. 

Other significant characteristics of the 
program still remain. It was set up in 
the States under boards of vocational 
education and remains part of the edu- 
cational systems in most States today. 

During the 1920’s the public program 
of vocational rehabilitation grew, but 
slowly. The State-Federal partnership 
maintained a precarious existence until 
1935. The first act established the pro- 
gram for 4 years only, and it required 
the unremitting efforts of the dedicated 
corps of Federal “special agents,” as the 
counterparts of our modern regional 
representatives were called, with a mili- 
tant corporal’s guard of State directors 
to keep it alive. 

Legislation in 1924 extended the pro- 
gram for 6 years through 1930 and also 
authorized grants to Hawaii, the first 
extracontinental step. 

A new 6-year extension of the ap- 
propriation authority was effected in 


_1930, but the depression of the early 


1930’s almost killed the slowly growing 
activity. Lack of jobs for even the able 
bodied made it seem hopeless to find 
them for handicapped people and Fed- 
eral aid probably would have ended in 
1933 except for the efforts of the 
same dedicated, and slightly augmented, 
group that obtained the first extension. 
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AO Hb METER! Youor your nurse can make hemoglobin determinations 
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This time, a committee of the National 
Rehabilitation Association gained the 
President’s support and, with it, a con- 
tinuation of essential Federal funds. 

This, with yearly struggles for funds, 
carried the program through 1935 when 
it was incorporated into the Social Se- 
curity Act with permanent authority for 
Federal appropriations: $841,000 for 
1936 and 1937 and $1,938,000 there- 
after. 

Administrative changes that spelled 
progress also characterized the journey 
through the 1930's. 

In 1933, the functions of the Board 
of Vocational Education were trans- 
ferred to the Department of the Interior; 
subsequently they were assigned to the 
Office of Education, which was then in 
Interior. In 1939, an Executive order 


and the ensuing reorganization brought 
the Office of Education into the newly 
organized Federal Security Agency. 
Shortly after, the Federal Security Ad- 
ministrator requested that the Commis- 
sioner of Education give special status 
to the rehabilitation program. His first 
step was to remove it from vocational 
education and place it directly under 
the Commissioner. This gave greater 
freedom of action to the Chief of the 
Vocational Rehabilitation Section, and 
paved the way for the establishment of 
an independent Office of Vocational Re- 
habilitation when the 1943 amendments 
were 

Public Law 113, the Barden-LaFol- 
lette Act, became effective July 6, 1943, 
and provided the first comprehensive 
basis for vocational rehabilitation. It 
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stiffness and pain 


” 

pas atify IN? relief from stiffness and pain 
in 106-patient controlled study 

(as reported in ].A.M.A., April 30, 1960) 


“Particularly gratifying was the drug's [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL WALLACE) 


WW} WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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MOUTHWASH AND GARGLE 


Results of controlled studies* 


BACTERICIDAL. “Chloraseptic reduced the Streptococcus hemo- 


lyticus count 40-70% in the first 24 hours. . . 
. In a comparative study, Chloraseptic 


of the cases were negative . . 


In 72 hours, 84% 


was found to be more effective than injectable penicillin (600,000 
units) administered every 24 hours.” 


ANESTHETIC. “Effective relief from soreness was obtained in less 
than 3 minutes and lasted 2-3 hours.” 


NON-TOXIC and NON-SENSITIZING. “Clinically there 


were no toxic effects.” 


%'1. Novick, Joel M. and Sodhi, G. S., Chloraseptic: Evalua- 
tion as a Therapeutic Agent, Medical Annals of the District 
of Columbia, Vol. XXIX, No. 8, August 1960 
2. Blum, Bertram, Evaluation of an Anesthetic Mouthwash, 


to be published 


Free clinical samples available on request 


the chloraseptic company 
400 Victor Bidg., Washington 1, D. C. 


greatly expanded the scope and possi- 
bilities of the public program of voca- 
tional rehabilitation by removing the 
barriers to use of Federal funds for 
physical restoration. Prompted by war 
needs and services, the new law also 
made it possible for rehabilitation work- 
ers to assist the mentally handicapped; 
it also provided the basis for expanded 
services to the blind. In addition, it 
brought tremendous increases in Federal 
appropriations and gave the States 
stronger financial support so that costs 
were divided roughly on the basis of 
two Federal dollars for each dollar put 
up by the States. 

Aimed at removing or reducing the 
handicapping effects of the individual's 
disability, when possible, the wider 


scope of services provided in the act 
were: 

1. A medical examination—required 
in every case. This was to learn the 
extent of disability, discover possible 
hidden or “secondary” disabilities, help 
determine how much work the client 
could do, aid in determining his eligi- 
bility for services, and in deciding just 
what help he needed. 

2. Individual counsel and guidance to 
help the disabled person to select and 
attain the right job objective. 

3. Medical, surgical, psychiatric, and 
hospital care, as needed, to remove or 
reduce the disability. 

4. Prosthetic appliances such as limbs, 
hearing aids, trusses and braces, to in- 
crease the client’s ability to work. 


5. Training for the right job in schools, 
colleges, or universities; on the job; by 
tutor; through correspondence courses; 
or otherwise. This training was to enable 
the client to do the right job well, 

6. Maintenance and transportation for 
the client, if needed, while undergoing 
treatment or training. 

7. Occupational tools, equipment, and 
licenses, as necessary, to give the client 
a start. 

8. Placement on the right job—one 
that the disabled person could do and 
one for which he had been thoroughly 
prepared. 

9. Followup after placement to make 
sure that the client and his employer 
were satisfied. 

Services numbered 1, 2, 5, 8, and 9 
were provided without cost to the client, 
The others were provided from public 
funds to the extent the client was unable 
to pay for them. 

Following approval of this legislation, 
the program of vocational rehabilitation 
was transferred from the Office of Edu- 
cation and given its previously men- 
tioned independent status as the Office 
of Vocational Rehabilitation within the 
Federal Security Agency. The Federal 
staff was expanded and its services to 
the States strengthened. 

The combined stimulus of war and 
expanded legislative authority had an 
immediate effect upon the program. 
Whereas the yearly average of rehabili- 
tants from 1920 to 1943 had been about 
9,000 (and weighted heavily by the first 
two war years) rehabilitants under the 
1943 act averaged more than 50,000 per 
year for the first 10 years. 

At the end of World War II a re- 
evaluation of the entire program took 
place. Emphasis, hitherto placed on 
job counseling, training, and placement, 
shifted to the provision of complete re- 
habilitation services, which were now 
newly available. 

In some States, it was obvious that 
the programs had operated on a limited 
basis for so long that it took time for 
them to accept the new concept of to- 
tal rehabilitation services. Other States 
moved rapidly to review their programs. 
This led to significant but uneven de- 
velopment in the years between 1945 
and 1954. 

By this time, well over 50,000 people 
a year were being rehabilitated, $23 
million in Federal funds were being ap 
propriated and over $13 million in State 
money. Increasing numbers of severely 
disabled people were being brought into 
the program and the relationship of 
physical disability and dependency was 
being dramatized by the collaborative 
efforts of both welfare and rehabilitation 
workers. In addition, the importance of 
increased financing was highlighted as 
Federal appropriations expanded slowly, 
with considerable dissatisfaction over re- 
fusal of Congress to recognize the “open 
end” provision of the law. This provision, 
briefly, obligated the Federal Govern- 
ment to match any State funds spent on 
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rehabilitation regardless of the amount 
of the appropriation. As a consequence, 
a substantial part of the appropriation 
for a new fiscal year was “mortgaged” 
for paying off obligations of the past 


ee came Public Law 565, “The 
Vocational Rehabilitational Amendments 
of 1954.” This was aimed at restoring to 
employment a greatly expanded number 
of people including the very severely 
disabled. It authorized comprehensive 
changes in professional, fiscal and ad- 
ministrative aspects. 

To accomplish the major aim—better 
service for more people—a frontal at- 
tack was mounted to break four major 
bottlenecks that had developed through: 
(1) shortage of funds (and greatly aug- 
mented Federal support was made avail- 
able); (2) shortage of qualified workers 
in the several professions involved in re- 
habilitation (and an extensive program of 
training grants and traineeships was pro- 
vided); (3) dearth of knowledge based on 
research into better techniques and 
methods of rehabilitation (and an exten- 
sive program of grants for research and 
demonstration projects was authorized). 

The financial basis for the program 
was changed to provide basic support 
grants based primarily on the State’s 
population and per capita income, and 
matching rates related to per capita in- 
come. Thus, the proportion of Federal 
participation varies from State to State 
with the Federal Government share cur- 
rently averaging 62 percent and the 
States 38 percent. 

The basic support grant program, 
though in changed form, was a carry- 
over from the Barden-LaFollette Act 
and, naturally, forms the backbone of 
the operating system with its policy of 
greatest support where greatest support 
is needed. 

The new law was described as provid- 
ing a three-part grant system, but it was 
more than that. In addition to steadily 
increasing basic support grants, it pro- 
vided grants to States for Extension and 
Improvements projects; temporary author- 
ity for grants to States and private non- 
profit groups for Expansion projects; and, 
for the first time, grants to public and 
private nonprofit organizations for Re- 
search and Demonstration projects and, 
also for the first time, a system of grants 
to educational and other training institu- 
tions for Training professional workers 
and Traineeships to qualified individuals 
enrolled in the training programs. 

Extension and Improvement grants are 
made to State rehabilitation agencies for 
projects designed to extend or improve 
rehabilitation services and facilities to 
handicapped people over and above the 
ongoing program. These are distributed 
to the States on the basis of population, 
with provision for a minimum allotment. 
The Federal Government may pay up to 
75 percent of the cost of an E. & I. 
project, and under this authorization the 
maximum period over which payments 
may be made is 3 years for any project. 
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How can you make best use of laboratory 


How can you tests to diagnose and determine proper 


individualised probable effee- 


care to patients 
with hypertensive 
diseases? 


Get experienced counsel on 
therapeutic management in 
the new Mosby book 


Just Published! Edwards HYPERTENSIVE DISEASES 


HYPERTENSIVE DISEASES is a new, well documented guidebook which ap- 
proaches the management of hypertensive diseases as an individual problem requir- 
ing the perseverance of a cooperative patient and informed physician exercising 
sound clinical judgment in diagnosis and planning a practical program of long term 
care. One of the few books written by an experien and presently active clinician 
and educator, Joseph C. Edwards, M.D., this new clinically oriented volume defines 
and discusses diagnosis and all testing procedures in detail. It devotes special atten- 
tion to treatment, especially of the most commonly encountered primary idiopathic 
type of hypertension. The up-to-date chapter on “Anti-Hypertensive Drugs—Pharma- 
cology and Therapy” alone makes a valuable addition to any physician’s library. 
By JOSEPH C. EDWARDS, A.B., M.D., F.A.C.P., F.A.C.C. Just published. 436 pages, 694" x 


934”, 67 illustrations. Price, $15.00. 


Ready Soon! Blades SURGICAL DISEASES OF THE CHEST 
This beautifully illustrated new book comprehensively discusses all chest diseases 


which might be treated surgi 


employing extracorporeal circulation, are descri 
ch is unlike other books since patient selection, differential diagnosis and other 


approa 


cally. Newer operations, such as cardiovascular surgery 


bed and illustrated in full detail. The 


basic considerations receive more attention than surgical techniques alone. 
Edited by BRIAN BLADES, M.D. With 18 contributors. Ready soon. Approx. 700 pages, 634" x 


934", 267 illustrations. About $22.00. 


The C. V. MOSBY Company 
3207 Washington Boulevard 
St. Louis 3, Missouri 
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Order on 30 Day 


Approval! the mailing charges. 
(0 HYPERTENSIVE DISEASES .............. $15.00 
CHEST About $22.00 
(Same return privilege) 
Guaranteed! (0 Open a new account for me 
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Since 1954, 571 E. & I. projects have 
been started. Ninety-four are for fiscal 
1960. A wide variety of activities is cov- 
ered by these projects, which frequently 
are conducted as joint State and volun- 
tary agency activities; the establishment 
of rehabilitation facilities and workshops; 
the improvement of program administra- 
tion; and iali services to special 
disability groups such as those with 
tuberculosis, cerebral palsy, speech and 
hearing defects, emotional problems, and 
mental retardation. 

The expansion grants were made to 
State agencies or to private nonprofit 
organizations for partial support of proj- 
ects designed to contribute to a substan- 
tial expansion of the nationwide reha- 
bilitation program. Authority for these 
expired in 1958. 

The expansion grants program is a 


notable example of what can be done, 
even with temporary authorization, to 
stimulate communities to take action that 
meets the needs of their disabled people. 
Federal, State, and private funds were 
pooled to establish and strengthen com- 
munity resources for rehabilitation of the 
disabled. 

Two hundred and fifty-nine communi- 
ty projects were inaugurated during the 
life of this program. Federal funds above 
$2.7 million were spent, with State and 
private sources contributing half as much. 
Thirty-three projects (13 percent) were 
run by State rehabilitation agencies and 
226 (87 percent) were started by other 
public agencies and voluntary groups 
in cooperation with the rehabilitation 
agencies, 

State and local affiliates of such groups 
as the National Society for Crippled 
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NEW COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 
BROAD NUTRITIONAL REINFORCEMENT 
a 
MOOD ELEVATION 


every morning 


Each capsule contains: Ethinyl Estradiol 0.01 mg. © 
Methyl Testosterone 2.5 mg. « d-Amphetamine 
Sulfate 2.5 mg. ¢ Vitamin A (Acetate) 5,000 
U.S.P. Units « Vitamin D 500 U.S.P. Units « 
Vitamin B,, with AUTRINIC® Intrinsic Factor Con- 
centrate 1/15 U.S.P. Unit (Oral) * Thiamine Mononi- 
trate (B,) 5 mg. Riboflavin (B,) 5 mg. Niacinamide 
15 mg. Pyridoxine (B,) 0.5 mg. Calcium 
Pantothenate 5 mg. ¢ Choline Bitartrate 25 mg. « 
Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascor- 


RESTI 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamin 


® 
N | 


bate 50 mg. « I-Lysine Monohydrochloride 25 mg. ¢ 
Vitamin E (Tocopherol Acid Succinate) 10 Int. Units 
© Rutin 12.5 mg. ¢ Ferrous Fumarate (Elemental iron, 
10 mg.) 30.4 mg. © lodine (as Ki) 0.1 mg. « Calcium 
(as CaHPO,) 35 mg. * Phosphorus (as CaHPO,) 27 mg. 
¢ Fluorine (as CaF,) 0.1 mg. * Copper (as CuO) 1 mg. 
© Potassium (as K,S0,) 5 mg. * Manganese (as MnO. 
1 mg. * Zinc (as ZnO) 0.5 mg. * Magnesium (M 

1 mg. * Boron (as Na,B,0,,10H,0) 0.1 mg. Bottles of 
100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York CZ 


Children and Adults, United Cerebral 
Palsy, Goodwill Industries of America, 
and the American Hearing Society as 
well as other national and local volun- 
tary groups sponsored three-fourths of 
the undertakings, of which 45 percent 
involved rehabilitation centers and 31 
percent workshops. The good effects of 
these undertakings continue in the form 
of improved facilities and services in 
many communities that needed just this 
little temporary boost to get started with 
improvements. 

Research and demonstration grants 
have brought into being a series of some 
430 special projects which hold promise 
of making a substantial contribution to 
the solution of vocational rehabilitation 
problems common to all or several States. 
State rehabilitation and other State agen- 
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cies, universities and other educational 
institutions, foundations and associations, 
all of them nonprofit enterprises, are 
among the foremost partners with the 
Office of Vocational Rehabilitation in re- 
search and in the application of new 
skills and methods developed by research 
and introduced to various communities 
by means of demonstrations. 

In all, about $18 million in Federal 
funds has been spent on research and 
demonstrations, with the major categories 
showing 27 in speech, hearing, and 
deafness; 38 in blindness; 31 in mental 
problems; 30 in chronic illness; 19 in 
prosthetics and orthetics; 13 in mental 
retardation, in addition to the 21 dem- 
onstration projects; 9 in cerebral palsy; 
9 in other neurological conditions; 5 in 
epilepsy; and 7 in heart conditions. 


Of equal importance with money and 
research is the authority in the 1954 act 
that enabled the Office of Vocational 
Rehabilitation to begin, in a small way, 
to alleviate the shortages of trained per- 
sonnel in all the professional fields most 
closely involved in delivering rehabilita- 
tion services to disabled people. A pro- 
gram of training grants to educational 
institutions initiated in 1954 enabled 
them to expand their faculties and give 
scholarship assistance to students. 

In the 6 years that this program of 
training grants has been in operation, the 
role of the Office of Vocational Reha- 
bilitation has been largely that of foster- 
ing and facilitating the efforts in each 
professional field to improve preparation 
for practice. 

OVR training grants have also pro- 
vided direct aid to colleges and universi- 
ties interested in establishing new train- 
ing programs (such as_ rehabilitation 
counseling or rehabilitation center ad- 
ministration) or in reorganizing existing 
curricula. In 1960, training grants to 
colleges and universities numbered over 
200 


Within the span of 6 years, university 
training programs in rehabilitation coun- 
seling have increased from 4 which were 
producing about 12 graduates a year, to 
about 30, in which nearly 600 students 
are enrolled. Rehabilitation counseling is 
now beginning to emerge as a genuine 
profession concerned with enabling dis- 
abled persons to achieve a more pro- 
ductive and satisfying role in society. 

Forty percent of the schools of medi- 
cine in the United States are now receiv- 
ing teaching grants which are making 
it possible to teach basic rehabilitation 
concepts to all undergraduate students. 
In addition, about 110 physicians en- 
rolled in residency training in physical 
medicine and rehabilitation are receiving 
OVR fellowships, in contrast to the 4 
who were in residency training in 1955. 

Still other training grants have been 
made to universities wishing to pioneer 
in various approaches to interdisciplinary 
training programs in rehabilitation. Sup- 
port has been extended to new approaches 
in training specialists in rehabilitation of 
those handicapped by deafness or blind- 


ness. 
TRAINING GRANTS 


Training grants made to State voca- 
tional rehabilitation agencies have made 
possible the development of inservice 
training programs for their employees. 
These have included executive develop- 
ment courses for State administrators, 
courses on supervision, and a wide varie- 
ty of short-term courses on specialized 
aspects of the rehabilitation counselor’s 
job. About 2,500 people engaged in serv- 
ing disabled persons have been reached 
each year since 1957 through short-term 
courses on rehabilitation principles and 
methods. 

In addition to the development of 
facilities under the extension and im- 
provement and the expansion programs, 
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CONSISTENTLY GOOD 
CLINICAL RESULTS 
IN TRICHOMONAL 
AND MONILIAL VAGINITIS 


TRICOFURON IMPROVED (Suppositories and Powder) 
cured 143 of 161 patients with vaginitis due to 
Trichomonas vaginalis, Candida (Monilia) albicans, 
or both. “Almost immediate symptomatic 
improvement was noted with the first insufflation.” 
Criteria for cure: freedom from 
infecting organisms as well as symptoms on 
repeated examinations during a three-month follow-up. 
This cure rate of 88.8% is “surprisingly similar” 
to results reported by earlier investigators. 
Coolidge, C. W.; Glisson, C. S., and Smith, A. S.: 
J.M.A, Georgia 48:167, 1959. 


TRIGOFURON 


IMPROVED 


2-step treatment brings swift relief, 
eradicates stubborn trichomonads, 
Candida (Monilia) albicans, 
Hemophilus vaginalis 


1. powper for weekly insufflation in your office. 
MicoFur®, brand of nifuroxime, 0.5% 
and Furoxone®, brand of furazolidone, 0.1% in 
an acidic water-dispersible base. 

2. suppositories for continued home use 
—Ist week one suppository in the morning 
and one on retiring. After Ist week, one 
suppository at night may suffice. 
Continue use of suppositories during menses. 
Treatment should be continued throughout a complete 
menstrual cycle and for several days thereafter. 

MIcoFurR 0.375% and FuROXxONE 0.25% 
in a water-miscible base. oe 
Rx new box of 24 suppositories with applicator 
for more practical and economical therapy. 
Also available: 
box of 12 suppositories with applicator. 


NITROFURANS~—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
against certain antibiotic-resistant organisms. 


fast decongestion 


the Triaminic®, 25 mg., three active components stop run- 
bacteria- prone ning noses. Relief starts in minutes, lasts for hours. 
cold well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY - LINCOLN, NEBRASKA 


a division of The Wander Company 
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the Medical Facilities Survey and Con- 
sruction Act of 1954 (an extension of 
the Hill-Burton program) brought reha- 
bilitation facilities into its scope of con- 
struction work. 

The program is administered by the 
Public Health Service, with each project 
approved by the Office of Vocational 
Rehabilitation. 

As of June 1, 1959, 114 facilities had 
been approved, costing a total of 
$79,716,687. Of this amount, the Fed- 
eral contribution was $21,146,715. 

Forty-six States and Puerto Rico have 
established facilities under the program, 
support for which is limited to costs of 
construction and initial equipment. No 
funds are authorized for operation. 

The State agencies also have put con- 
siderable money from their basic support 
and Extension and Improvement pro- 

into the development of facilities. 
In all, about $8 million in vocational 
rehabilitation funds (exclusive of expan- 
sion grants) have been used to establish 
or improve 164 rehabilitation centers and 
workshops. 

The combination of efforts to meet the 
facilities bottleneck has resulted in a 
marked increase in the number of se- 
verely disabled clients of State agencies 
helped in rehabilitation facilities. In 1955 
the number was 2,436 and in 1959 it was 
9,102, almost a fourfold increase. 

In 1954, 1956, and 1958 significant 
amendments to the Social Security Act 
were passed, which added considerably 
to the load of the State rehabilitation 
agencies. The amendments provide for 
the “disability freeze” designed to pro- 
tect the benefit rights of persons in 
employment covered by old-age and 
survivors insurance who are unempl 
over a period of time because of dis- 
ability; and for cash benefits to disabled 
workers and their dependents. 

The Congress clearly indicated a de- 
sire that vocational rehabilitation agencies 
participate in the process of determining 
eligibility for both the freeze and the 
benefits, and all but four State rehabilita- 
tion agencies have undertaken this. 

In addition, every applicant for bene- 
fits, and many who seek the “freeze,” 
must be referred to State rehabilitation 
agencies for evaluation and rehabilita- 
tion services where these appear likely 
to effect a return to employability. 

With an annual load of referrals that 
reached a peak of 412,000 in 1959 and 
has dropped this past year to about 
350,000, this program has put a great, 
though welcome burden, on the rehabili- 
tation system. 

What lies ahead? 


Service to our ever-changing popula- 
. tion @ Vast new changes have occurred 
in our social, economic, and _ political 
structure during the past 40 years. All 
have left their impress on vocational 
rehabilitation. Take the effect of our 
changing population, for example. In 
1920, 22 million people—21 percent of 
our total population—were age 45 or 
over; about 5 million—5 percent of our 
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THE OUTLOOK IS CALM 


FOR THE HYPERTENSIVE 


vou Butiserpine’ 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 


side effects. 


—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.) to induce calmness without 


drowsiness. 


Butiserpine Tablets - 


Prestabs® Butiserpine R-A 
(Repeat Action Tabiets) 


Elixir « 


population—were 65 and over. Today, 
50 million persons—about 30 percent of 
our population—are age 45 and over 
and 15.5 million—about 9 percent of our 
population—are 65 and over. 

The more than doubling of our older 
population is reflected directly in both 
the size and task of the vocational reha- 
bilitation force. The median age of re- 
habilitants leaped from 26 in 1945 to 36 
in 1958. Greater emphasis is being placed 
on rehabilitation of the disabilities of 
older age, and the job opportunities 
available to them. With new advances 
in medicine and the lengthening lifespan, 
older people will require an increasingly 
larger investment of vocational rehabili- 
tation staff and funds. 

Last year more than 25,000 disabled 


people over 45 years of age were reha- 
bilitated to gainful employment. This not 
only reflects but foreshadows continuing 
and heightened attention to this age 
group, for both the proportion and the 
numbers of aging people are rising. How 
the problem is being met is significant: 
the 1959 total is more than 3 times as 
great as the 1945 figure of 8,000. 

Not only the aging population but the 
growth of the total population inevitably 
will have its effect in enlarging the ac- 
tivities of vocational rehabilitation. When 
the 1920 act was passed, the population 
was 106 millions. Today it is 180 mil- 
lions. The Bureau of the Census estimates 
that it may be as high as 272 millions 
in another 40 years—the year 2000. But 
many demographers contend that this 
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4 essential actions in a single 
tablet @to simplify treatment 


of the hypertensive complex 


CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


SerpasiL® (reserpine c1BA) 

ApresoLine® hydrochloride (hydralazine 
hydrochloride 

Esiwrix® (hydrochlorothiazide crea) 


RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es therapy 
also benefits the hypertensive patient. 
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eSer-Ap-Es 
Inclusive single-tablet antihypertensive 


CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart ; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


Supplied: Szr-Ap-Es Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline 


hydrochloride, and 15 mg. Esidrix. 
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ASSURANCE IS YOURS EVERY TIME 
WHEN STERILIZING 


THE PEL-CLAVE WAY 


PEL-CLAVE, Model GN, has been engineered to give you 
the three-fold requisite of true sterilization: 


The Pel-Clave is like an extra pair of hands. Set it.. 
Automatic controls maintain the correct temperature and pressure. 
As for speed, your unit — a wed instant use as vied as the 


switch is on. 


And Pel-Clave is the only 
double jacket, portable 
Autoclave with a ther- 
mometer in the discharge 
line. Tells you at a glance 
when true sterilization 
has been reached. 


Shouldn’t you be thinking 
about a PEL-CLAVE in 
your practice? It will save 


YOUR IME 
YOUR @Ressure 
YOUR @EMPERATURE 


Ps 


company 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


. and forget it. 


is too conservative—that it will rise to 
340 million by the end of this century. 
Service to New Types of Disabilities e 
With increased funds, techniques, man- 
power, and knowledge, vocational reha- 
bilitation people have been able to shift 
their attention to a number of disabili- 
ties uncounted in the statistics of even 
two decades ago. For example, the 3,600 
mentally ill who were rehabilitated in 
1959 exceeds the total number rehabili- 
tated during the 10-year period, 1943-53. 
The number of cardiacs rehabilitated 
jumped from 800 in 1945 to nearly 4,000 
in 1958, with an increase in percentage 
of total rehabilitants from 4.3 to 5.3. 
The extension of rehabilitation tech- 
niques into other fields is dramatized by 
the total increase in orthopedically-dis- 
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abled rehabilitants from 21,000 in 1945 
to 28,500 in 1958, while they dropped 
in percentage of total rehabilitants about 
11.5 points. While more and more such 
persons were being restored, other types 
of rehabilitations were on the increase, 
too. Although numbers remained small, 
from 1945 to 1958 the percentage of re- 
habilitants with speech defects, epilepsy, 
mental retardation, and diabetes jumped 
sharply—from a doubling of rehabilitants 
in some groups to a 7-fold increase in 
mentally retarded rehabilitants. 
Expanding services generally @ A 
rapidly growing rehabilitation concept 
throughout the country is that of “inde- 
pendent living.” This is the concept ap- 
plied to individuals so severely disabled 
as to be incapable of employment or 


considered poor risks for eventual re. 
munerative employment. These 

are usually not found eligible for rehg. 
bilitation services under the State-Fed. 
eral program. Fourteen States now haye 
independent living legislation on their 
statute books, not counting State legis. 
lation for providing such services to the 
blind 


Bills have been introduced in both 
Houses of Congress which would amend 
the Vocational Rehabilitation Act to ex. 
tend existing services to two groups of 
people; persons in an institution who 
may be rehabilitated to the extent that 
they could dispense with institutional 
care; and homebound disabled persons, 
who, through these rehabilitation sery- 
ices, could dispense with the home at- 
tendant. 

New significance of physicians @ The 
role of the physician will continue to 
gain in importance in rehabilitation work. 
. . » we have come a long way since 
physicians concerned themselves only 
with “cures” for ailments and diseases, 
More and more now are coming to real- 
ize the equal importance of restoring or 
rehabilitating an individual for living 
and working. 

The growth of automation e This brain- 
child of the postwar era portends further 
shifts in rehabilitation emphasis. As the 
electronic age lifts more and more la- 
borious tasks from the backs of men, 
the direction of job preparation may 
change. Greater numbers of handicapped 
persons will need to be trained for 
skilled occupations. Perhaps even more 
important, lessening physical require- 
ments should open many new jobs to 
the disabled. 

Rehabilitation programs in the United 
States, both public and private, are in 
the midst of great changes. We are 
emerging from a pioneering period when 
a handful of dedicated people pressed 
the cause of handicapped persons and 
advocated rehabilitation as a basic force 
for combating disability. In this decade 
rehabilitation organizations must meet 
an ever-growing demand for services. 
The public has learned that much can 
be accomplished in overcoming disability 
and its concomitant problems. 

The meaning is clear: future activities 
must be programed in terms of what the 
American people, not solely rehabilita- 
tion workers, need and demand. During 
the coming 10 years rehabilitation activi- 
ties will be greatly affected; the total 
cost is bound to rise substantially, pro- 
fessional knowledge and methods will 
be strained to keep pace, rehabilitation 
workers will need to increase their tech- 
nical skills, and administrative and oper- 
ative procedures will have to be adapted 
to new changes and requirements to 
operate with maximum efficiency. 

Progress in legislation, stimulated by 
and responsive to the demands of those 
outside the public program of vocational 
rehabilitation, almost inevitably will re- 
sult in greater accomplishments than 
during the first 40 years of the program. 
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a reservowr of 
dependable performance- 
Terramycin® therapy 


IN BRIEF i 


Cosa-Terrabon provides oxytetracycline (Terramycin®) with 
glucosamine for enhanced absorption. Because Cosa-Terrabon 
is preconstituted, stable, and unusually well accepted by chil- 
dren, waste of medication is largely avoided. The dependability : 
of Cosa-Terrabon derives from the broad antimicrobial effec- 
tiveness, excellent toleration, and low order of toxicity of . 
oxytetracycline. 


INDICATIONS: Because oxytetracycline is effective against both 
gram-positive and gram-negative bacteria, rickettsiae, spiro- 
chetes, large viruses, and certain parasites (e.g., amebae, pin- 
worms), Cosa-Terrabon is indicated in a great variety of pedi- 
atric infections due to susceptible organisms, e.g., infections of 3 
the respiratory, gastrointestinal and genitourinary tracts, surgi- 
cal and soft-tissue infections, ophthalmic and otic infections, 
and many others. 


ADMINISTRATION AND DOSAGE: For infants and children, 10 to 20 
mg. of Terramycin per pound of body weight daily, in divided 
doses, is usually effective. 


today’s pediatric forms 
of Terramycin 


Cosa-Terrabon’. 


OXYTETRACYCLINE WITH GLUCOSAMINE 


ORAL SUSPENSION / PEDIATRIC DROPS 


u practical daily dosage 4 
del wt. daily dosage 
e Ibs. (10 mg./lb.) | Oral Suspension | Pediatric Drops 
fruit-flavored 125 mg./tsp. 5 mg./drop 
: 10 100 mg. = 5 gtt. q.id. 
aqueous suspensions 20 | 200mg. | | 10gtt gid 
Yq tsp. t.i.d. 
40-50 400-500 mg. 1 tsp. q.i.d. - 
or convenience 1 tsp. t.id. 
fe 60 600 mg. h.s. 
and economy 
SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow over- 


growth of nonsusceptible organisms—particularly monilia and 
resistant staphylococci. If this occurs, discontinue medication ~ 
and institute indicated supportive therapy and treatment with ~~ 
other appropriate antibiotics. Aluminum hydroxide gel has been 
shown to decrease antibiotic absorption and is therefore contra- 
indicated. Glossitis and allergic reactions are rare. There are no 
known contraindications to glucosamine. 


SUPPLIED: Cosa-Terrabon Oral Suspension — 125 mg. per 5 cc. 


Science teaspoonful, bottles of 2 oz. and 1 pint; and Cosa-Terrabon 
For the world’s Pediatric Drops—5 mg. per drop (100 mg. per cc.), 10 cc. bottle 
well-being™ with calibrated plastic dropper. Terramycin is also available as | 


Cosa-Terramycin® Capsules, 250 mg. and 125 mg.; and as ‘ 
Terramycin Intramuscular Solution, conveniently preconsti- : 
tuted, in the new 10 cc. multi-dose vial, 50 mg. per cc., and in ; 
2 cc. prescored glass ampules, containing 100 mg. or 250 mg., : 
packages of 5 and 100. In addition, a variety of other systemic : 
and local dosage forms are available to meet specific thera- 
peutic requirements. 


More detailed professional information available on request. 1 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


— 


a nonsedative tranquilizer that works 


for greater therapeutic effectiveness in 
anxiety and tension with lowest inci- 
dence of side effects for the outpatient 


Incidence (%) of Side Effects” 
é Phenaglycodo 
2 Benactyzi 
31 Chiormezanont 
31 Chlorprothixene 
Meprobama 
2% year progress report* 
d to Moderate Improvement Mephenoxalo 
_Fluphenazine (low doses only) 75. 
_Chiorprothixene 10 Phenobarbite 
_Meprobamate 57 10 Inert placebe 
Methoxypromazine 
-Phenaglycodol 62 
61 
_Benactyzine ide 
_Mephenoxalone 52 
Phenobarbital 37 
‘Inert placebo 


Indications: Anxiety and tension states, tension headaches, pre- and post- 
operative apprehension, anxiety coexistent with gastrointestinal, dermato- 
logic, gynecologic, cardiovascular and other functional or organic disorders, 
behavior disorders in children associated with anxiety and tension. 

Dose: Adults, one or two 200 mg. tablets three times a day. Children, 6 to 16, 
one or two 100 mg. tablets two times a day. Administration limited to three 
months duration. 

Supplied: 200 mg. yellow scored tablets, and 100 mg. pink tablets, each in 
bottles of 100 and 500. 

*Nodine, J. H.; Bodi, T.; Slap, J.; Levy, H. A., and Siegler, P. E.: Human 
bioassay of tranquilizers in psychosomatic disorders, Scientific Exhibit, 
American Medical Association Annual Meeting, Miami Beach, Florida, 
June 13-17, 1960. 

Maltbie Laboratories Division, Wallace & Tiernan Incorporated, Belleville 9, N. J. 
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Psychological effects of alcohol* 


David Zappella, M.D.+ 


This paper will concern itself with the 
psychological effects of alcohol; it will 
concern itself with the effects of alcohol 
on sensation and perception, learning, 
and emotion; it will not concern itself 
with the questions: Why do some people 
abstain from alcohol? Why do most peo- 
ple use it moderately? Why do some 


*Reprinted from California’s Health, August 
15, 1960. This is one of the series of articles on 
alcohol and alcoholism being printed in succes- 
sive issues. These papers were given at an insti- 
tute on Planning for Alcohol Education, held at 
Asilomar, February 17-19, for school teachers, 
school administrators, and faculty of teacher 
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people use it pathologically? These issues 
will be taken up later in the conference 
and will be worked into the discussion 
workshops which follow each lecture. 
This paper will also exclude any con- 
sideration of the effects of alcohol, in 
large doses or small, on any organ of the 
body, excepting the central and periph- 


training institutions in California. 

The institute was jointly sponsored by the 
California State Departments of Public Health, 
Education, and Mental Hygiene. 

+Former director, Alameda County Alcoholic 
Rehabilitation Clinic, now in private practice of 
psychiatry in Oakland. 


eral nervous systems. Even in considera. 
tion of the effects of alcohol on the 
central and peripheral nervous systems, 
we shall focus our attention on the psy. 
chological operations of the systems, to 
the exclusion of the anatomical altera- 
tions. 


FIRST OBSERVATION, THEN STUDY 


The effects of alcohol on specific psy- 
chological functions such as sensation 
and perception, memory, judgment, learn. 
ing, and certain emotional responses, 
have been known since antiquity. At 
first, this knowledge was of a simple 
observational nature, and gave rise to 
poetic descriptions with which we are 
familiar; these descriptions are found in 
the world literature, beginning with the 
Code of Hammurabi, through all recorded 
literature, to the modern works of Eu- 
gene O’Neill and Arthur Miller. 

More recently, the effects of alcohol 
on psychological functions have been 
the subject of study in laboratories of 
physiology and psychology. These studies 
demonstrate that alcohol is a drug which 
belongs to the category known as general 
anesthetics: that is, alcohol affects the 
central nervous system in a manner 
which results in a descending depression. 
With gradually increasing doses, alcohol 
tends to interfere, first, with cortical 
functions; then with subcortical func- 
tions; and finally, with the most essential 
functions of the nervous system, such as 
the maintenance of temperature, pulse, 
respiration, and blood pressure. These 
findings have invalidated the widely- 
held notion that alcohol is a central 
nervous system stimulant. Except for the 
abolition of superficial anxiety, ethyl al- 
cohol is a depressant of all neuro-physio- 
logical and all psychological activities. It 
is well known that even small doses of 
alcohol impair visual acuity and binocu- 
lar co-ordination; more recently, even 
such basic responses as the deep tendon 
reflexes and the sexual reflexes have been 
shown to be impaired by moderate to 
large doses of alcohol. 


FALSE IMPRESSION CREATED 


In addition to the direct and consistent 
depression of all the modalities of sensa- 
tion: sight, sound, smell, taste, and touch, 
alcohol has been shown to markedly 
increase perception-reaction time, while 
simultaneously impairing the individual’s 
judgment relative to the increase. In 
other words, although alcohol increases 
the time required to sense a given signal 
(e.g., a red light) and to react to that 
signal (e.g., activating a foot brake), the 
individual actually believes that his sen- 
sations are clearer and sharper than 
usual, and that his responses are more 
immediate and more accurate than usual. 
Such errors in judgment are particularly 
obvious when time itself is made the 
variable: that is, when persons are tested 
according to their awareness of elapsed 
time in a given experimental situation, 
the margins of error demonstrated are of 
unusually large magnitude. 
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In general, the newer the task, the 
more complicated the operation, and the 
more dynamic the conditions of perform- 
ance, the greater the error due to the 
effects of alcohol. Thus, such complex 
activities as discrimination, reasoning, 
and judgment are the ones which are 
impaired most rapidly; in contrast, such 
functions as gross muscular strength and 
simple repetition are the ones which hold 
up longest under the influence of alcohol. 

Most of the psychological studies of 
the effects of alcohol have dealt pri- 
marily with the individual’s efficiency in 
the performance of specific tasks. While 
such studies are of definite value (as for 
example, they have identified alcohol as 
a general anesthetic and as a depressant 
rather than a stimulant of the central 
nervous system), they leave unanswered 
many of the most intriguing questions 
regarding the role of drinking and in- 
toxication in a given individual’s life 
adjustment. The studies leave unanswered 
the question as to why any individual 
who has experienced the various impair- 
ments of function described above would 
continue to drink intermittently; and the 
even more complex questions: why many 
millions of people in our society abstain 
totally, why many more millions drink 
intermittently, and why a small percent- 
age drink to excess. Very little valid re- 
search has been done on these questions. 

In view of the effectiveness of alcohol 
in reducing slight anxiety or self-con- 
sciousness in social settings, and in view 
of the effectiveness of alcohol in abating 
various bodily aches and pains, it is re- 
markable that approximately one-fourth 
of adult American males and approxi- 
mately one-third of adult American fe- 
males are total abstainers. A pertinent 
question relative to this group would be: 
why does this group not drink? 


STUDIES ON “NORMALS” NEEDED 


The second group for which valid 
studies are missing is the so-called nor- 
mal drinker group. Except for a few 
studies in the Scandinavian countries 
and, more recently, epidemiologic studies 
on the American population, there is 
very little reliable information regarding 
this group. 

The group which has been studied 
most intensively is the so-called problem 
drinker group; but even here, the obser- 
vations have been indefinite and/or con- 
tradictory, and the experimental designs 
have been poorly conceived and poorly 
executed. As Syme reports in the Quar- 
terly Journal of Studies on Alcohol in 
1957, “The scant empirical evidence pre- 
sented to substantiate theoretical notions 
falls far short of scientific requirements. 
Methods of procedure are often ques- 
tionable; moreover when they are ade- 
quate, the results obtained often contra- 
dict the findings of other competent 
investigators ... Much further thought 
and research is yet needed before any 
extreme position can be justified in this 
area. 
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The theoretical formulations as to 
why people drink span the range from 
the essentially patho-physiological needs 
which alcohol is capable of fulfilling, to 
the patho-psychological needs which it 
is capable of fulfilling. An example of 
the former theory is that of Roger Wil- 
liams, in which a hereditary metabolic 
factor makes certain individuals suscep- 
tible to alcohol as a replacement for 
absent nutritional elements; an example 
of the latter theory is that of Otto 
Fenichel which postulates “oral and nar- 
cissistic pre-morbid personality predis- 
position.” 

Somewhere in the continuum of this 
spectrum is the learning theory school 
of psychologists. The nucleus of that 
theory is as follows: there exists a bio- 


logical homeostasis—the tendency of an 
organism to maintain a state of internal 
equilibrium; a similar tendency toward 
psychological homeostasis is postulated. 
The psychological homeostasis tends to be 
upset by innate needs such as hunger, 
sex, and rest, and by such socially learned 
needs as protection, approval, and re- 
wards. It is stated that a response which 
satisfies a need, even if by chance, tends 
to become learned; that is, the response 
becomes more likely to occur the next 
time the need arises. This process tends 
toward learning because it has been rein- 
forced—that is, rewarded—by a reduc- 
tion in the need tension. Thus, the drink- 
ing response tends to become learned if 
it leads to a decrease in the tension 
stemming from an unsatisfied need or 
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electric shock at the goal. It was found 
that five minutes after a controlling in- 
jection of water the rats would not ap- 
proach the food at the shock end of the 
alley; after an injection of alcohol, they 
ran up to get the food. 

Having determined that alcohol re- 
duced the simple approach-avoidance 
conflict set up in these animals, a second 
experiment was performed to determine 
more specifically how alcohol affected 
each of the two competing tendencies 
involved in the conflict. In other words, 
did the alcohol act primarily to strength- 
en the approach responses based on 
hunger, or to weaken the avoidance re- 
sponses based on fear, or both? 

Since it was impossible to measure 
the strength of conflicting approach and 
avoidance tendencies simultaneously in 
the same animal, an approach tendency 
was created in one group of rats by 
teaching hungry animals to run down 
the alley to obtain food, while an avoid- 
ance tendency was created in a second 
group of rats by shocking the animals 
at the goal instead of giving them food. 
The strength of the tendencies to ap- 
proach and avoid was measured by the 
animal’s pull against a calibrated spring 
when the animal was temporarily re- 
strained. Half the animals in each group 
were tested under control conditions and 
half under the influence of alcohol. 

As it turned out, the alcohol produced 
very little decrease in the pull of the 
hungry animals toward food, and marked 
increase in the pull of the frightened 
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animals away from the place where they 
had been shocked in previous trials. Be- 
fore alcohol the avoidance was stronger 
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needs; conversely, the response would 
not be learned if, for some reason, it 
leads to an increase in the need. Ex- 
pressed in different ways, some variation 
of this formulation may be found in 
much of the clinical literature on alco- 
holism. 

As already stated, little valid experi- 
mental work has been done on such 
complex topics as the motivational basis 
of continued drinking, or for the con- 
siderable variety in the responses to al- 
cohol of different persons and of the 
same person at different times. 


ANIMAL STUDIES REPORTED 


In recent years, however, some rather 
interesting findings have been reported 
in experimental work done with animals. 
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In one well known experiment cats were 
made “neurotic” by subjecting them to 
air blasts or electric shocks whenever 
they opened a feeding box, so that the 
animal developed fear reactions to the 
procedure. When these animals were 
administered alcohol they spontaneously 
opened the feeding box which the fear 
reaction had prevented them from doing 
previously. This experiment suggests that 
alcohol was effective in reducing the fear 
which had kept these animals from the 
gratification of their hunger needs, 

In order to test this hypothesis, two 
simple experiments were designed. In 
the first, albino rats were trained to 
run down a straight line alley to secure 
food and were thrown into an approach- 
avoidance conflict by giving them an 


than the approach; after alcohol the 
avoidance was weaker than the approach. 
It appeared, therefore, that the primary 
reason for the resolution of the approach- 
avoidance conflict in the first experiment 
was that alcohol produced a reduction 
in the avoidance response motivated by 
fear. 


IMPLICATIONS OF RESULTS 


The results of these experiments seem 
to have several implications for a need- 
reduction theory of drinking. First, they 
appear to provide support for the clinical 
observation that alcohol reduces the 
tension resulting from specific fear or 
anxiety, thus helping the individual to 
actively restore a state of psychological 
equilibrium within himself. This alone 
might provide a sufficient basis for learn- 
ing to drink in fear-producing or anxiety- 
producing situations. Second, the reduc- 
tion of the original drive (i.e., hunger in 
the experiments) constitutes a further 
reinforcement of the “drink, then ap- 
proach” pattern. 

An interesting demonstration of the 
tendency for the drinking response to 
become habitual in tension situations if 
it has been previously rewarded by de- 
creases in anxiety and achievement of 
the goal is provided by an experiment 
by J. H. Masserman and K. S. Yun in- 
volving cats. In their experiments, they 
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noted that before being frightened at 
the feeding box by air blasts or electric 
shocks, normal cats regularly preferred 
plain milk to milk containing 5 percent 
alcohol. However, after the cats had 
been frightened and then had been given 
mild doses of alcohol by injection and 
had their fear and conflict relieved by 
the effects, they developed a preference 
for the 5 percent alcohol solution. Final- 
ly, during a series of trials in the same 
apparatus, but without punishment, all 
signs of fear were extinguished and the 
preference disappeared. In this experi- 
ment the response to drinking alcohol 
seems to have been rewarded by the 
reduction of fear and conflict produced 
by the fear. 

Most of you know that the easy trans- 
position of these findings to human be- 
havior, even in the relatively restricted 
area of psychological effects of alcohol 
and intoxication, is a dangerous thing. 

I am reminded of a story—a true 
story, by the way, that happened when 
I was a medical student. One of my 
professors, a brilliant pathologist, con- 
ducted a series of experiments on the 
blood clotting mechanism, using dogs as 
the laboratory animal. By using certain 
drugs he was able to manipulate the 
body’s elaborate system for clotting 
blood. He was able to speed up or slow 
down the dog’s blood clotting time. Nat- 
urally, this had rather far reaching and 
important implications for surgery. 

Beautiful experiments—they were du- 
plicated and validated in other labora- 
tories, again using dogs as the experi- 
mental animal. 

The technique was then applied to 
humans. Unfortunately, it did not work. 
When drugs were administered to hu- 
man subjects their clotting time could 
not be controlled. 

An accelerated program of experimen- 
tation was begun. Several years were 
spent in rechecking results and so forth. 
No one was able to duplicate on human 
subjects the results obtained with dogs. 

Finally, a conference was called to 
resolve the problem and _ eventually 
someone put the crucial question to my 
pathology professor: “How do you ex- 
plain this discrepancy?” He replied, “It 
seems we have proved something we 
have long suspected. There are some 
differences between dogs and humans. 


ANXIETY A FACTOR 


At the human level, the anthropologist 
David Horton, in a cross cultural study 
of drinking behavior in preliterate so- 
cieties, found that “the strength of the 
drinking response in any society tends to 
vary directly with the level of anxiety in 


. that society.” The implications of this 


remain uncertain. 

If we conclude that drinking tends to 
become learned because it is rewarded, 
an apparent exception occurs where we 
observe a great deal of punishment as- 
sociated with the drinking: the physical 
discomfort, the alienation from family 
and friends, and the social deterioration 


JOURNAL A.O.A., VOL. 60, NOV. 1960 


an € 


SELECT YOUR OWN TRACE! 
NOW- CHOOSE FROM 16 
AVAILABLE STYLES OF 
ELECTROCARDIOGRAPH 


TRACING BASE 
LINE WIDTH 


sive feature of the Birtcher 300-R electrocardiograph 


The width of electrocardiograph base line has 
always been a matter of concern to Cardiogra- 
phers. Some have maintained that the narrowest 
possible base line is desirable since it does not 
conceal any information. Some have felt that a 
wide, black line is easier to read, and is better 
for photography where publication or micro- 
"| filming are required. Others prefer values 
ey between the two extremes. But, since base line 
"+ widths have only been variable in minor degree 
through stylus temperature adjustment, precise 
selection has heretofore been unobtainable. 

Now, with the Birtcher 300-R Electrocardio- 
graph, you can select from 16 available styles, 
exactly the base line width you require. 

Send for a free brochure illustrating 16 varia- 
tions in base line density of actual ECG traces. 


Please send me the brochure illustrati: 
in base line density which are available with the 
Birtcher 300-R Electrocardiogram. 


16 variations 


city 


ZONE STATE 


4371 VALLEY BOULEVARD 
LOS ANGELES 32, CALIFORNIA 


THE BIRTCHER CORPORATION BR 


consequent to alcoholic excesses. How- 
ever, two mitigating factors should be 
considered here: one is the immediacy of 
the reward, and the second is the inten- 
sity of the needs and conflicts. Relative 
to the former, it is well known that im- 
mediate rewards are more effective in 
actuating behavior than delayed ones; 
hence it may be postulated that immedi- 
ate relief of fear and anxiety is more im- 
portant to the drinker than the less 
immediate effects of physical discomfort, 
personal losses, and social punishments. 

Relative to the intensity of the needs 
and conflicts, it may be postulated that 
the anxiety reducing effects of alcohol 
may come to constitute a greater rein- 
forcement for repeated drinking than the 
competing fear of physical, personal and 
social punishment. 


INDIVIDUAL DIFFERENCES 

Finally, a brief examination is war- 
ranted of the puzzling variations in the 
effects of similar concentrations of al- 
cohol on different individuals or on the 
same individual at different times. There 
is considerable indication in the experi- 
mental studies and in clinical observa- 
tions that alcohol may produce a dif- 
ferentially great reduction in competing 
needs and fears; that is, where a given 
situation is complicated by coexistent 
needs and fears which are not necessarily 
equal in strength, any given concentra- 
tion of alcohol will produce somewhat 
unpredictable and (seemingly) paradox- 
ical responses. Thus, a person who har- 
bors such contradictory and unequal 
needs as aggressive independence, pas- 
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sive dependence, a need to be feared 
and respected, morbid fears of others, 
and poorly controlled assaultiveness to- 
ward others, and so on and on, can be 
expected to react unpredictably and 
paradoxically to alcohol in various doses 
and to the same doses at various times. 
Indeed, such a person, or an apparently 
well-controlled person, may show the 
paradoxical effect of apparent increase in 
anxiety with alcohol intake rather than 
decrease of anxiety. This for some peo- 
ple is reason enough not to drink. For 
them the loss of cortical control is not 
relaxing. Their anxiety increases because 
of what comes to the surface when their 
cortical safeguards have been eliminated. 
They do not like what they, so to speak, 
see. 


Thus, we see that we know a good 
deal about the effects of alcohol on 
specific psychological functions, and are 
also beginning to understand some ele- 
ments of how the effect of alcohol on an 
individual’s need patterns may lead to 
continued drinking. It is a considerable 
distance, however, to the clarification of 
the specific manner in which the need 
patterns of abstainers, social drinkers, 
and addictive drinkers, differ from one 
another. This knowledge must precede 
any effective program for social control 
of drinking in our society. With the in- 
creased urgency of these issues, increased 
efforts at understanding and control have 
been forthcoming; under these condi- 
tions, great strides forward can be an- 
ticipated in the immediate future. 


Effects of 
air pollution 
on health* 
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California State Department of Public Health 


It is easy to overlook the importance to 
our health of air—a transparent, omni- 
present substance. Yet each day we bring 
into our lungs for equilibration with the 
blood, some 30 pounds of air; whereas, 
we take in only about five pounds of 
water and less than four pounds of food. 
Man can survive approximately five 
weeks without food, five days without 
water, and five minutes without air. Air 
pollution can decrease our comfort, di- 
minish enjoyment of our lengthening life 
span, and possibly lead to chronic 

se. 


EPIDEMIOLOGIC APPROACH 


If it were possible to collect all perti- 
nent information about air pollution and 
its effects by exposing human beings to 
various levels of contaminants and con- 
centrations of particulates, under a vari- 
ety of meteorologic conditions, there 
would be little need for the epidemiolog- 
ic approach to these phenomena. But 
epidemiology derives much of its im- 
portance from the fact, among others, 
that it is a way of collecting information 
about naturally occurring events, thus 
sparing the investigator the responsibility 
for exposing persons to potential health 
hazards 


It is, in essence, the disciplined obser- 
vation of selected groups of persons and 
their response to potential causes of dis- 
ease. The focus is not on the individual 
as such. By leading to the prevention of 
acute illnesses, among them cholera, 
smallpox, and diphtheria, epidemiologic 
techniques have made it possible for us 
to live together in metropolitan areas 
without the toll formerly associated with 


large concentrations of people. But life 
in a modern city brings with it new 
health challenges, often of low intensity, 
but long duration, including problems of 
mental health, alcoholism, exposure to 
the by-products of newly harnessed 
energy forms such as radiation, a variety 
of chronic diseases, and air pollution. 
Natural exposures to air pollution are 
the raw data collected and scrutinized 
by the air pollution epidemiologist. Just 
as epidemiologic studies led to control of 
waterborne diseases before bacteriology 
permitted their diagnosis and as the pre- 
vention of smallpox was_ established 
epidemiologically before its virus was 
known, so it is hoped that epidemiologic 
*Reprinted from California’s Health, October 
1, 1960. Based on lecture to staff of Kaiser 


Foundation Hospital, Oakland, California, Janu- 
ary 8, 1960. 
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studies may aid in the control of air 
pollution’s effect on health before the 
eaomenon can be related specifically 


to disease. 
DEPARTMENT RESPONSIBILITY 


In California, The State Department 
of Public Health has the responsibility 
for research into the health effects of air 
pollution, for monitoring air pollution 
levels, for air pollution surveillance, and 
a number of related functions. With the 
exception of automobile exhaust controls, 
the State does not have responsibility for 
control of air pollution, which has been 
left to the local government. The Depart- 
ment has supported or conducted, during 
the last five years, some sixty studies of 
the health effects of air pollution. Several 
basic problems have recurred in most 
studies: accurate description of the popu- 
lation groups to be observed, definition 
and measurement of air pollution, defini- 
tion and measurement of effects that may 
be traced to air pollution, and the an- 
alysis of relationships that may exist be- 
tween these effects and air pollution. The 
observations of those of us working on 
these studies have led us to list these 
harmful or potentially harmful effects of 
air pollution: 

1. Acute sickness or death, as in the 
disasters in the Meuse Valley, Belgium; in 
Donora, Pennsylvania; and in London. 

2. Causation or aggravation of chronic 
diseases, such as chronic bronchitis, pul- 
monary emphysema, or lung cancer. 

3. Interference with important bodily 
functions, such as lung ventilation, visual 
adaptation, or blood oxygen transport. 

4. Somatic symptoms, such as eye irri- 
tation or difficulty in breathing, which 
in the absence of air pollution as the 
recognized cause would lead people to 
seek medical relief. 

5. Community disorganization because 
of dissatisfaction with places of residence 
and work, as measured by frequency of 


moves. 
DEPARTMENT STUDIES 


Following are examples of the types 
of study we have conducted in attempt- 
ing to assay these effects as they occur in 
California: 


Mortality e In 1954, a series of three 
distinct air pollution episodes in Los 
Angeles led residents to ask whether air 
pollution might be lethal. The daily num- 
ber of deaths in Los Angeles County did 
not appear to fluctuate in response to 
the smog episodes, nor did the daily 
number of deaths in persons older than 
65 years, or deaths due to cardiac or 
respiratory diseases. However, in late 
August and early September, 1955, a 
week of exceptionally high temperature 
(from 100° to 110° F) was preceded and 
followed by smog. This was an extra- 
ordinary meteorologic condition; and ex- 
traordinary meteorologic conditions have 
been associated with all recorded air pol- 
lution disasters. There were about one 
thousand more deaths during the week 
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in question than in the preceding and 
following periods. Among the various 
interpretations of these data that have 
been offered is the suggestion that air 
pollution caused the excess deaths. Our 
tentative interpretation is that the high 
temperature, rather than the air pollu- 
tion, was the major cause of the deaths. 
We incline to this belief because the 
number of deaths did not rise remarka- 
bly during the two or three days of heavy 
air pollution that either preceded or fol- 
lowed the week of extreme heat. 

Shortly before that episode, we had 
requested from all nursing homes in Los 
Angeles County containing 25 or more 
beds (then totaling somewhat fewer than 
4,000 beds) a weekly report of daily 
deaths or transfers to hospitals. During 


average meteorologic and atmospheric 
conditions, the daily number of deaths 
among these frail and elderly persons had 
ranged from 5 to 12. During the week of 
high temperature, the daily number of 
deaths rose to 48. 

This profoundly disturbing phenome- 
non emphasizes the need to take into 
account the effects of high temperature 
in interpreting the effects of air pollu- 
tion. We have observed no episodes 
clearly associated with increased air pol- 
lution. 


Morbidity e During the three smog epi- 
sodes of 1954, it was our good fortune 
to be conducting a peg | survey on 
a probability sample of Californians. 
There was no evidence that the persons 
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“Premenstrual edema is present 
in 40% of women and...consists 
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turgidity, anxiety and tension.” 
In addition to controlling the 
objective symptoms of premen- 
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may afford relief of subjective 
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under observation experienced more diag- 
nosed sickness or that an unusual number 
of them were admitted to a_ hospital 
during those episodes. But reports from 
clinicians in Southern California that pa- 
tients with asthma were disturbed by 
smog led us to conduct a study for 10 
weeks in 1956 in which 137 patients of 
physicians in private practice in Pasa- 
dena reported weekly to a physician on 
our staff the time of onset or the ab- 
sence of asthma attacks. A low but posi- 
tive association was observed between 
asthma attacks and increased levels of 
air pollution. 

One of the epidemiologist’s most baf- 
fling problems is the interpretation of 
low-positive, statistically significant asso- 
ciations. Leaving aside the possible in- 
fluence of the sight or smell of smog on 
the asthmatic patient’s report of attacks, 
any of several phenomena could account 
for the correlation. A majority of patients 
might be reacting to an occasional epi- 
sode, or a few might be reacting to 
almost all episodes. The association ob- 
served could have been explained by 
some eight persons who did react fre- 
quently. 

Less widely known than the clear-cut 
causal relationship between cigarette 
smoking and lung cancer is the doubling 
of the lung cancer rate in urban over 


nonurban populations. That this dou- 
bling does not occur in California is of 
particular interest because most residents 
of California were not born in this State, 
and the area in which they live here is 
unrelated to the exposure throughout 
their previous lives. 

In a case-control study, we have ob- 
served an unusually high rate of inci- 
dence of lung cancer among workers 
in certain occupations: welders, boiler- 
makers, asbestos workers, ore extractors, 
fire fighters, painters, and commercial 
cooks. Each of these occupations is as- 
sociated with occupational air pollution, 
leading us to believe that lung cancer in 
the population at large may be related 
to air pollution. More difficult to interpret 
will be data we are now gathering with 
the support of the American Cancer So- 
ciety and the co-operation of the Cali- 
fornia Chapter of the American Legion 
on the past and present residence, occu- 
pation, and smoking history of 75,000 
Legionnaires and 50,000 of their spouses. 

The American Legion roster is one of 
several included in the death search 
which we have instituted and plan to 
check against the list of persons who die 
of lung cancer in California during the 
next five or ten years. Death search, a 
powerful epidemiologic technique, con- 
sists in the gathering of a variety of 


identifying information and pertinent 
history (it may, for example, include 
physical or laboratory examinations) on 
all members of the selected population. 
On the basis of this information, the 
population is broken down into homo- 
geneous groups. As death certificates are 
filed, they are checked against the rosters, 
We now have almost a half million names 
in our several rosters. Since few persons 
move out of California, a neglible num- 
ber is lost to study. A prospective epi- 
demiologic survey of considerable valid- 
ity is thus made possible, despite inherent 
problems of interpretation. Death search 
provides a means of learning, for any 
given roster, when the members of any 
group die and of what cause. We have 
assumed that if registered persons live 
in communities with air pollution, this 
prospective study will reveal any rela- 
tionship that may exist between air pol- 
lution and lung cancer. A comparable 
prospective study is being made for 
various occupation groups using union 
rosters. 

We are also concerned with the physi- 
ologic disposal of inhaled pollutants, 
especially particles, with respect to pul- 
monary emphysema. The anatomic sites 
in which particles of various diameters 
are believed to come to rest were studied. 
Particles more than 20 microns in diam- 
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eter are retained primarily in the mouth, 
trachea, and bronchi, and do not pene- 
trate to the conducting airways (bron- 
chioles and alveoli). They then are moved 
through the mucous and ciliary mechan- 
isms of the tracheo-esophageal system 
into the gastrointestinal tract, when they 
are ingested. Only about half of inhaled 
particles 2 microns in diameter appear to 
be retained by the body. Of those that 
are retained, approximately half reach 
the bronchioles and alveoli; if they have 
a biologic impact, it is at that site. A 
somewhat smaller proportion of particles, 
0.2 microns in diameter, is retained, and 
a slightly greater proportion of those that 
are retained reached the bronchioles and 
alveoli. 

The sizes of the particulates in relation 
to the types most frequently inhaled 
were noted. Although pollens are known 
to affect airway resistance, and this effect 
is related to the size of the bronchioles, 
pollens practically never penetrate as 
deep as the bronchioles, and the me- 
chanism by which they produce this 
effect is in question. The particles of 
long-term radioactive fallout are, for the 
most part, exceedingly small; their physi- 
ologic fate is a subject for speculation. 
Virus and protein particles are minute 
and go very deep, as does tobacco smoke. 
Oil smoke also goes rather deep; it may 
be related to the lung cancer incidence 
in fry cooks. The size distribution, and 
hence the fate of lead particles is cur- 
rently under study. As we learn more 
about the distribution of various sized 
particles in the atmosphere, physiologic 
observations will gain in significance. 

A relationship may exist between the 
inhalation of particulates and both lung 
cancer and pulmonary emphysema. Just 
as with lung cancer, the mortality rate 
from pulmonary emphysema, with or 
without bronchitis, has risen strikingly 
within the last seven years, having mul- 
tiplied by five. If one could conceive of 
an “epidemic of chronic illness,” its curve 
of incidence would presumably resemble 
this. We do not feel, however, that the 
increase in pulmonary emphysema is 
wholly real. Physicians may be more alert 
to the diagnosis; persons with this dis- 
ease may have moved into California 
and died here; patients who would for- 
merly have died of pulmonary tubercu- 
losis or bacterial pneumonia tend to sur- 
vive with modern therapy, but often die 
of residuals of their illness and pulmon- 
ary emphysema may be registered as 
the cause of death. It is important to note 
that the urban-rural difference in inci- 
dence of pulmonary emphysema, which 
exists throughout the nation, does not 
pertain in California. We are investigat- 
ing the source of this apparent “epi- 
demic” by interviewing the next-of-kin 
of patients dying of pulmonary em- 
physema and the physicians who signed 
the death certificates. 


Interference with important bodily func- 
tions e Recently we have begun to ex- 
plore the epidemiologic use of physiologic 
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and biochemical measures in relation to 
the effects of .air pollution. Assuming that 
inhalation of irritants alters the airway so 
as to increase resistance to air flow, we 
have been making field tests to estimate 
maximal flow rate and related physiologic 
properties as measures of lung function. 
The studies, not yet decisive in results, 
include the observation of 6500 work- 
men living in an industrial part of Los 
Angeles. The methods have included a 
roentgenographic survey, a questionnaire 
about the presence or absence of symp- 
toms referable to the respiratory tract, 
and a simple pulmonary function test. 
A typical epidemiologist’s problem arose 
during the course of the study; unfor- 
tunately, there was little air pollution 
during the 12 working days of observa- 
tion, so that we could not learn whether 


air pollution would have had an effect. 

A better opportunity came about dur- 
ing the late summer and fall of 1958, 
when Dr. Charles E. Schoettlin, then as- 
signed to the Department by the United 
States Public Health Service, studied air 
pollution effects on lung function in a 
group of men with chronic pulmonary 
disease at the Veterans Administration 
domiciliary hospital in West Los Angeles. 
Patients and control subjects were 
matched for age, smoking history, and 
pulmonary function. On one day weekly 
for several weeks, each man was sub- 
jected to three types of pulmonary func- 
tion test and to clinical evaluation. The 
results of the study are to be published 
soon. 


Somatic symptoms and community or 
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job dissatisfaction e¢ In the 1956 Cali- 
fornia Health Survey, open-end responses 
were given te questions about community 
and job satisfaction, the presence or ab- 
sence of chronic disease, and phenomena 
that in the respondents’ opinion might 
cause their chronic illnesses to become 
worse. All questions of this description 
were asked before air pollution was men- 
tioned; then the question was asked, 
“Lately there has been some talk about 
air pollution, such as dust, smog, and so 
forth. In your community, does air pol- 
lution bother you very much, some, or 
not at all?” Two out of three persons in 
Los Angeles County and one out of four 
in the rest of the state answered that 
they were bothered by air pollution. A 
number of persons also reported spon- 
taneously that they believe their chronic 
respiratory diseases are made worse, their 
symptoms increased, and their community 
and job satisfaction is diminished by air 
pollution. We regard their answers and 
their spontaneous comments as convinc- 
ing. 


LEGISLATIVE MANDATE 


We have undertaken to establish 
standards for air quality, in response to 
a directive from the State Legislature. 
The statute giving us this difficult assign- 
ment included this directive: “The stand- 
ard shall be so developed as to reflect the 
relationship between the intensity and 
composition of air pollution, and the 
health, illness (including irritation of the 
senses), and death of human beings, as 
well as damage to vegetation and inter- 
ference with visibility.” The standards, 
adopted by the State Board of Health on 
December 4, 1959, apply to air quality 
and to motor vehicle exhausts. They pro- 
vided the factual basis for Assembly Bill 
#17 of the 1960 legislative session, which 
will require motorists to use exhaust con- 
trol devices which are to be approved 
by a special board. 

One of our earliest problems was to 
determine the group of persons whose 
reactions should form the basis for stand- 
ards of air quality. It is not economically 
feasible to protect every individual from 
sensory irritation or every crop from 
damage. The protection of the hypersen- 
sitive individual is, at least in part, the 
responsibility of his physician. We there- 
fore based the standards for each pollut- 
ant on the response of the group of 
persons in the community most sensitive 
to the effects of that pollutant. We sought 
to define these groups according to age 
and medical criteria, including the body 
burden of lead and carbon monoxide, and 
other biochemical criteria. The standards 
are thus stricter than would be necessary 
to protect the healthy, adult, male work- 
man—the usual basis of industrial hy- 
giene standards; whereas they are prob- 
ably not as strict as necessary to protect 
the desperately ill. Much future work in 
air pollution epidemiology will probably 
be directed toward detecting the groups 
of persons in the population who are 
most. sensitive to various pollutants. 
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We have compiled a list of studies 
needed for setting -further standards of 
air quality in relation to health. We have 
been given some funds by the Legislature 
to support such research by contract. 


PRESENT STANDARDS 


The standards set in 1959, and which 
will stand until further research permits 
refinement, were for levels of contami- 
nants in the ambient air. With respect to 
each contaminant studied, air quality 
standards were set at three levels: “ad- 
verse,” “serious,” and “emergency.” 
Adverse @ The “adverse” level is defined 
as that at which sensory irritation, dam- 
age to vegetation, reduction of visibility, 


or similar effects would occur. With re- 
spect to the photochemical smog that 
has affected Los Angeles County and js 
beginning to affect the San Francisco 
Bay Area, standards were based on the 
quantity of oxidants in the ambient air, 
as measured by the potassium iodide 
method. This mixture includes oxidants, 
ozone, nitrogen dioxide, and other sub- 
stances. Visibility so reduced as to require 
pilots to fly by instruments according to 
airport regulations is defined as “adverse,” 
since it impairs human economic well- 
being. Levels of sulfur dioxide sufficient 
to damage plant life are considered “ad- 
verse.” The threshold for response to 
sulfur dioxide in some human beings is 
not much higher. 
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Serious @ This is the level of any con- 
taminant that would alter important bodi- 
ly functions or cause chronic illness. 
Thus, the “serious” level of sulfur dioxide 
is that which caused bronchial constric- 
tion on experimental exposures; that for 
carbon monoxide is the level that inter- 
feres with oxygen transport by the blood. 


Emergency @ This is the level that might 
cause acute sickness or death in persons 
categorized as “sensitive.” 

Studies of carbon monoxide effects 
provide an example of our approach. As 
far as this work is concerned, the physio- 
logic effect of carbon monoxide is exclu- 
sively its property of combining with 
hemoglobin and thus interfering with 


oxygen transport. We selected as the 
population group most susceptible to 
carbon monoxide effects, persons with 
pulmonary emphysema, coronary heart 
disease, or cerebro-vascular disease. The 
estimate of the quantity of carbon mon- 
oxide that would have a “serious” effect 
on such patients was based, to a con- 
siderable extent, on the effects of hypoxia 
as observed in aviation medicine. Hy- 
poxia, corresponding to an altitude of 
6,000 feet or higher, is generally felt to 
be a risk to persons with chronic disease. 
The physiologic effects of carboxyhemo- 
globin at a comparable level was then 
considered. A committee of experts in 
every field related to the problem re- 
viewed the work at all stages and had 
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the advice of a number of consultants. 

On these grounds as we came to be- 
lieve that in an individual of the sensitive 
group, the production of as much as 10 
per cent carboxyhemoglobin would put 
him at some risk. Since cigarette smoke, 
space heaters, direct exposure to auto- 
mobile engines, and other sources of air 
pollution add to the carboxyhemoglobin 
level in individual cases, we based the 
standard on the assumption that com- 
munity air pollution would contribute 
only half of the tolerable level. The air 
pollution standard for carbon monoxide 
then, was one associated with 5 percent 
carboxyhemoglobin. On the basis of ex- 
perimental data from other sources, we 
determined that exposure to 30 parts of 
carbon monoxide per 1,000,000 parts of 
air over an 8 hour period would produce 
5 per cent carboxyhemoglobin and this 
oaatt the standard at the “serious” 
level. 


The work on carbon monoxide has 
been outlined in some detail in order to 
illustrate the care with which the stand- 
ards were determined. Those finally 
adopted do not include wide margins of 
uncertainty as, for example, radiation ex- 
posure standards have done. In our opin- 
ion, these standards, set on the basis of 
experimental work and extensive con- 
sultation, represent levels at which, in the 
stipulated population groups, effects may 
first be detected. The enforcement of 
these standards will be the responsibility 
of agencies other than the State Depart- 
ment of Public Health. 


CONCLUSIONS 


Epidemiologic studies in air pollution 
have led us to the following conclusions: 

1. There has been no entirely con- 
vincing evidence that acute sickness or 
death has been caused by air pollution 
in California. We cannot say whether or 
not the episodes that we have observed 
are sufficiently related to air pollution to 
indicate causation. 

2. The relationship of air pollution to 
certain chronic diseases—lung cancer, 
chronic bronchitis, and pulmonary em- 
physema—is suspect, and is being studied 

er. 

3. Air pollution may affect important 
bodily functions. We are developing new 
methods for accumulating data related 
to such functions. 

4. Air pollution causes widespread and 
disturbing symptoms, as revealed by pop- 
ulation surveys. 

5. Air pollution was given as a com- 
mon cause of community dissatisfaction 
in Los Angeles County, and was cited as 
a frequent reason for changing place of 
residence or employment. 

We therefore conclude that air pollu- 
tion is a threat to physical and social 
health, even though in this State it has 
not yet caused acute illness or death. 
Epidemiologic studies can provide relia- 
ble data on both physical and social 
effects. The prevention of deleterious ef- 
fects is the ultimate purpose of these 


studies. 
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Unique and staggering problems con- 
front the public health engineer looking 
at a modern metropolis. Some stem from 
rapid population growth, others from 
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the maze of local governments. They are 
unique because the engineer has the 
technical knowledge necessary to solve 
them but not the means of applying his 
ability. They are staggering by the sheer 
force of the number of people affected. 

The large metropolitan areas are a 
fact of life today that is not likely to be 
wished away. Every indication points to 
the continued concentration of people, 
production, and services in and around 
the large cities. The large “metros” will 
grow even larger until, for example, 
there may be one continuous built-up 
area extending from Portland, Maine, to 
Richmond, Va., and another stretching 
across the entire industrial belt of the 
Midwest. Even today a traveler sees few 
open areas in these regions, 


Everyone has his own method of 
showing this growth. The fact that, in 
this decade, 85 percent of the country’s 
population growth has taken place in 
the “metros” with the suburbs growing 
six times as fast as the central city, is 
the point we emphasize. 

To fully appreciate the health officials’ 
dilemma, it is necessary to understand 
the setting. Housing developments cut 
across borderlines of traditional govern- 
ments and flow out into unincorporated 
areas to produce a governmental maze 
that almost defies description, let alone 
solution. In 1957, an average of 90 local 
governmental units existed in each 
“metro.” Since 1952, 170 new munici- 
palities and 519 new special district gov- 
ernments have been created within the 
174 largest “metros.” 

No universal governmental pattern ap- 
plicable to all areas has been developed 
and none appears likely. Curiously 
enough this is the only point on which 
there seems to be universal agreement 
among political, governmental, and ad- 
ministrative specialists. There seems to 
be no characteristic difference in organ- 
ization or situation between the success- 
ful and unsuccessful. Special districts 
are often endorsed by groups interested 
in only one governmental function. Po- 
litical scientists, however, criticize them 
as creating another level of local gov- 
ernment, a pattern already complex with 
the relationship of citizens to government 
uncertain and often irritating. Annexa- 
tion, incorporation, federalization, func- 
tional transfer, all have been tried. All 
have had successes and failures. A study 
by the Government Affairs Foundation 
indicates that each metropolitan area 
faces similar problems, but a wide va- 
riety of solutions are suggested. 

Where does this leave the sanitary 
engineer? What does he face while the 
politicians battle over forms of govern- 
ment? In one case, he must deal with a 
5-year old subdivision of $30,000 homes 
where 60 percent of the septic tanks are 
failing. In another area, he is faced with 
a citizenry that will fight a pro- 
posed sewer system in order to main- 
tain local autonomy. Air pollution may 
refuse to hover over the community 
that produces it. He may supervise a 
water system that will be inadequate 
next year or a subdivision with individ- 
ual wells and septic tanks on small lots. 
Or present landfill capacity is being de- 
pleted while homes are being built over 
possible. future disposal sites. These 
problems and more like them are fa- 
miliar to any local environmental health 
official. 

What can the health officials do? Is 
the problem too complex to solve? The 
solution is not yet known but we have 
a good approach through community 
planning. Planning is a well-established 
process, seeking to promote a better en- 
vironment. By working with planners, 
health officials can make substantial 
progress, 
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sprawl. There are, however, certain steps 
which tend to help. These follow the 
standard pattern of scientific approach, 
find the facts, evaluate the facts, deter- 
mine needs, and seek solutions. They 
help by virtue of promoting orderly 
community growth. It cannot be said 
that they will insure satisfactory results, 
but there is a great deal of evidence 
that without them there is much less 
chance of success. Working to promote 
this procedure by development of com- 
prehensive sound plans for community 
action appears to be the raost promising 
approach. 

But the use of this process by local 
officials is not as easy as it sounds. It 
has been demonstrated repeatedly that 
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health officials know more than they are 
able to apply. The solution to environ- 
mental health lies in a context of so- 
ciological and political factors. As al- 
ways in the political scene, human 
motivation, politics, governmental struc- 
tures, group dynamics, and leadership 
play dominant roles. The most carefully 
engineered and logical solutions often 
fail when subjected to the political 
process. 

The philosophy that must be used is 
the essence of the planning process, the 
collection and analysis of facts and the 
projection of these facts into the future. 
Progress is made by having the health 
facts available as guides for shaping 
legislative decisions. Even a good plan 


often fails, but a poor plan or no plan at 
all isn’t even a good try. 

The best technique to accomplish this 
progress is well known to city planners, 
It is, simply, the development of com- 
prehensive, sound plans for use in guid- 
ing community action. Such plans will 
seldom be carried out without changes 
and even reverses, but given enough 
support and considered as a goal, they 
very likely will be approached ulti- 
mately. The attainment of sharply de- 
fined objectives, even though modified 
during the process of achievement, 
promise greater chance of success than 
the chaos and confusion inherent in 
promoting ill-defined, nebulous goals. To 
one accustomed to expecting clear-cut 
decisions and actions, this interplay of 
human failure to accept a professionally 
sound plan is discouraging. Yet, it is a 
fact, and one which must be recognized. 


HEALTH AND PLANNING 


Environmental health is strategic to 
the work of a city planner for one basic 
reason, the need to make the commu- 
nity a healthy (healthful) place in which 
to raise a family and make a living. 
Health precedes all other needs, such 
as transportation, schools, and industrial 
activity. And a public health official 
should remember his importance in 
planning a community’s growth. 

In actual! fact, health reasons have 
had a limited although very beneficial 
effect on community planning. In studies 
of 11 “metros” conducted by the General 
Engineering Branch of the Public Health 
Service, outstanding environmental 
health programs were observed, and 
community planning was an impressive 
factor in achieving these positive results. 
Seven of the 11 counties studied had 
either local or county planning agencies. 
The cooperation between them and the 
health departments ranged from nonex- 
istence to a day-to-day working relation- 
ship between professional staffs. A defi- 
nite relationship was observed between 
the degree of cooperation of health and 
planning officials and the level of envi- 
ronmental health services. Four counties 
with superior cooperation had, in gen- 
eral, better health services than three 
where little cooperation was found. Per- 
sonal participation by the health official 
in planning was essential to their effec- 
tive development and application: 

It is more significant that counties 
giving consideration to environmental 
health factors in planning were in a 
superior position in overcoming or pre- 
venting future problems. The four 
counties making no plans were in no 
position to cope satisfactorily with the 
health aspects of population growth. 

The 1958 National Health Forum had 
as its theme “Urban Sprawl and Health.” 
Its purpose as stated in the preface to 
the final report on the conference was to 
“emphasize the need for, and demon- 
strate a pattern of, understanding and 
cooperation between planning and health 
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toward the goal of healthier people in 
healthier cities, suburbs, and related 
areas.” 


COMMUNITY PLANNING 


What exactly is this community plan- 
ning we are promoting? It is not a 
mysterious process understood only by 
experts, nor a substitute for the demo- 
cratic process. It is not detailed design; 
it is simply a guide for future commu- 
nity development. All the factors affect- 
ing growth and community aspirations 
are considered. These facts are collected, 
analyzed, and used as a guide for making 
legislative decisions that in turn shape 
the future environment. Planning is less 
a policymaking function than a profes- 
sional task. A local council pays good 


money for professional advice. Although 
the council may not follow their sug- 
gestions, the planners’ influence is usu- 
ally felt. Even if a plan is not fully 
adopted, the planning process is im- 
portant in both molding and influencing 
community thought. And often the mere 
existence of a planning body causes the 
community to think more seriously about 
its future. 

Usually, the local legislative body is 
responsible for appointing a planning 
board or commission. Very often such a 
planning board is compietely independ- 
ent of the executive branch of the local 
government, but in some places the 
board is a part of a department within 
the executive branch. There is little 
evidence to indicate that any one form 


of administrative arrangement is better 
than another. In a larger community, 
usually the board employs its own staff; 
in smaller cities, it often relies on a 
private consultant. Most staffs or con- 
sultants are ‘highly technical people, 
while boards or commissions are com- 
posed of laymen. 

The planners use four major tools to 
guide the growth of a community: mas- 
ter plans, capital budget, zoning, and 
subdivision regulations. In the fields of 
master planning, zoning, and capital 
budgeting, the planners act only as ad- 
visers to the council, with some commu- 
nities requiring the council to refer 
certain matters to the planners for rec- 
ommendations. Very rarely is the coun- 
cil required, however, to follow their 
advice. But in subdivision regulations, 
the planning board or commission may 
have limited legislative power. For ex- 
ample, in a typical case an extraordinary 
majority of the council would be re- 
quired to override the planning board’s 
recommendations, but only a simple ma- 
jority could endorse them. 

Master plan e The most important 
planning tool in setting forth all the 
facts influencing the community’s de- 
velopment and serving as a guide for 
future growth is the so-called master 
plan. Presented on a map of future land 
use, this master plan encompasses the 
total problem; transportation, communi- 
cations, schools, recreation, utilities, ap- 
pearance, industry, economic base, 
sewers, water, residential and commer- 
cial areas, and many other considerations 
are all a part. In addition, it attempts 
to find the interrelationships among all 
these. In most cases, the plan has no 
legal status, since it is rarely enacted 
into law. Frequently the local council 
votes an informal approval, however. 

Health should be considered carefully 
in developing a master plan. The con- 
sideration given to the importance of 
health needs in the planning stage may 
determine the actions of the local legis- 
lative body when it weighs needs of the 
whole community in the future en- 
vironment. 

Capital budget e A capital budget is 
developed from an analysis of the com- 
munity’s financial resources and pros- 
pects. A priority schedule of site acqui- 
sitions and expenditures for large-scale 
physical improvements, such as build- 
ings, streets, and utilities, is presented as 
the counterpart or complement of the 
master plan. Such a capital budget is 
not enacted as an ordinance or law by 
the council but is used as a guide in 
preparing the annual budget to appor- 
tion the financial burden over a period of 
several years. 

Sewage treatment plants, landfill sites, 
and similar environmental health facilities 
must compete for funds with other 
community reauirements. A capital budg- 

et is an excellent way to get a higher 
priority for health facilities if health of- 
ficials make the facts known to the 
planners. The facts are usually convine- 
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ing. The dividends from the majority of 
investments in environmental health are 
much greater than an equal investment 
in other facilities. 

A good capital budget, like a good 
master plan, is characterized by its pro- 
jection into the future, its flexibility, 
and the interrelationship of its parts; it 
is subject to continual study and revision. 

Zoning e The third major tool of plan- 
ners is zoning. Facts prepared by the 
planners for an immediate single legisla- 
tive decision are often given in detail 
for council consideration. A zoning map 
will be included, together with the regu- 
lations for various zones. 

Zoning utilizes the police power of 
the local government to regulate land 
use, and, therefore, is actually enacted 
into law by the council. Among other 
things, a zoning ordinance delineates 
residential, commercial, and industrial 
zones; establishes lot sizes; regulates 
building height and setback; and estab- 
lishes performance standards. These re- 
quirements govern the population den- 
sity which in turn affects sewer sizing, 
the quantity of solid wastes, and the 
water consumption of an area. 

A good zoning ordinance is an exten- 
sion of the master plan, but need not 
necessarily follow it in every respect. 
Zoning has certain short-term aspects 
relative to land use, while the master 
plan is a long-term land use projection. 

Subdivision regulations e Subdivision 
regulations are the laws governing the 
division of land parcels for sale as sepa- 
rate lots. In contrast to zoning which is 
based on the police power, subdivision 
regulations are enforced by the power 
to withhold the ~ privilege of public 
record. If a plot is not recorded, it can 
be sold only by metes and bounds, that 
is the length and bearing of the bound- 
ary lines. It is difficult to sell land in 
this manner because of the lack of ade- 
quate control to enforce the regulations. 
Often a community will make it even 
more difficult to use metes and bounds 
by making it illegal to refer to an un- 
recorded plot. It is much easier to sell 
land by block and lot numbers. In return 
for this privilege of public record, the 
community requires conformance with 
certain standards. These standards may 
cover the layout, grading and surfacing 
of streets, length of blocks, area and lo- 
cation of open water supply, connection 
to public sewers, storm drainage, or 
conformity to adjacent plots. 

Subdivision regulations can be used to 
control the installation of on-lot sewage 
disposal systems and on-lot water sup- 
plies. These are health factors which can 
be taken into consideration if a health 
department reviews the plots before they 
are recorded. To be most effective, the 
law should require that health depart- 
ment approval of such on-lot installa- 
tions be mandatory rather than simply 
advisory. 


HEALTH DEPARTMENT ACTION 
Master plans, capital budgets, zoning, 
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and subdivision regulations, the four 
tools of planning, are the main phases 
of the community planning process, and 
each has a direct effect on environmental 
health. ‘The question then arises, how 
can the health official become a part of 
this planning process? Since community 
planning is principally the work of pro- 
fessionals, the best method is to work 
with the planners. 

A planner, like a health official, is’ a 
specialist. His motivation, or dedication 
if you will, is much the same as that of 
environmental health officials. He wants 
a comfortable income, but his rewards 
are found just as much in accomplish- 
ments from his work as from monetary 
return. Like the health official, he is 
working for a better environment. 


Observations in the 1l-county survey 
revealed that an effective health official 
made it a point to get to know the local 
professional planners in his community, 
to learn what they do, how they think, 
and what they are trying to accomplish. 
He took pains to find out how much 
influence the planners have and whom 
they influence. It surprised many an 
“old hand” in the community to find out 
how effective planners could be. 

To ascertain what the planners were 
doing, the health officers studied the 
planners’ maps and charts and read their 
publications. He attended their board 
meetings to see what things are consid- 
ered and how much they have to do 
with health. Conversely, he let the plan- 
ners know what environmental health 
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officials do, the problems they face, and 
the goals they seek. 

A great deal of benefit came from 
exploring common problems and ap- 
proaches. Both the health official and 
the planner were working toward the 
same ends and against the same obstruc- 
tions. Each realized that he could and 
should help the other. The planner 
needed the facts that only the health 
official could supply. 

The most important factor observed 
was the value of maintaining a close 
working relationship between the pro- 
fessional personnel of the two disci- 
plines. The small day-to-day contacts 
and exchanges of information produce 
big results in the long run. 

In essence an effective health official 
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convinces the planners that public health 
engineers are not just technicians but are 
full-fledged professionals with the vision 
and imagination to see into the future. 


SUMMARY 


Over the years, health activities have 
progressed from a concern with disease 
alone to a broader concern with health 
and now are expanding to include plan- 
ning for future health services as well. 
Although little used at present, commu- 
nity planning has been a very useful tool 
for the environmental health official in 
carrying out this expanded concept of 
public health. Tomorrow’s environmental 
health problems can often be prevented 
by health department participation in 
the community planning process today. 


Gains in 


aviation safety* 


In 1959, for the eighth consecutive 
year, the passenger death rate on United 
States scheduled airlines was less than 
1 per 100 million passenger miles, and 
the estimated rate for the first half of 
1960 is not significantly different from 
that for the year 1959. The passenger 
death rate for United States scheduled 
domestic air travel was 0.44 per 100 
million passenger miles in 1957-59, as 
compared with 4.70 in 1937-39, or a 
reduction of more than 90 percent in the 
past 20 years. Even within the past 10 
years, the rate has declined more than 
75 percent. There were actually fewer 
deaths in 1957-59 than in 1947-49, al- 
though the volume of flying, as measured 
in passenger miles, had gone up more 
than four times. 

The study also brings out the tremen- 
dous increase in domestic air travel. Pas- 
senger miles flown in 1957-59 were more 
than 50 times as great as in the corres- 
ponding period 20 years earlier, and now 
appreciably exceed the passenger mileage 
on the country’s railroads. The tremen- 
dous growth of air travel reflects in large 
measure the introduction of larger and 
faster planes. Jet planes have been used 
in passenger service now for nearly two 
years. Their safety record has been 
superb, with no loss of life among pas- 
sengers to date. 

Striking progress also has been achieved 
in improving safety in the international 
operations of the United States scheduled 
air carriers. The passenger death rate for 
this type of travel was 0.56 per 100 
million passenger miles flown in 1957-59, 
compared with 15.66 in 1937-39, equiva- 
lent to a reduction of 96 percent. Inter- 
national operations of our scheduled air 
carriers have also shown phenomenal 
growth, the number of passenger miles 
flown having increased more than a hun- 
dredfold between 1937-39 and 1957-59. 

Our airlines have an avpreciably bet- 
ter safety record than that of foreign 
airlines, although there are indications 
of substantial improvement in the record 
for the latter also. According to data for 
members of the International Air Trans- 
port Association, the passenger death 
rate in 1957-58 for these foreign lines 
was 1.65 per 100 million passenger miles, 
or several times higher than that for 
United States scheduled airlines. 

Advances have been made in safety 
in other types of civil aviation such as 
business, instructional, and pleasure fly- 
ing. The military services have also made 
notable progress in flying safety. These 
gains are reflected in recent liberaliza- 
tion of underwriting practices of life 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1960. 
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insurance companies. Certain types of 
fying personnel who were formerly re- 
fused insurance are now generally ac- 
cepted, and others who previously paid 
high extra premiums are being insured 
at lower rates of premium. 

Scheduled air transportation in the 
United States is still relatively more 
hazardous than either railroad or bus 
passenger travel, for which the passenger 
death rates in 1957-59 were less than 
one third and less than one half re- 
spectively, that for domestic scheduled 
airlines. On the other hand, the pas- 
senger death rate for scheduled airlines 
is only a third of that in automobile 
travel on turnpikes which is safer than 
automobile travel generally. This un- 
doubtedly reflects the rigorous and regu- 
lar screening, medical and otherwise, of 
airline pilots and the strict regulations 
under which the lines operate. 

A major factor in the gains in safety 
in scheduled aviation is the progress in 
the design and construction of aircraft. 
Other factors include more thorough 
training for pilots and other plane per- 
sonnel, longer runways, improved air 
traffic control procedures, and more rapid 
and accurate information on weather 
conditions. 


Accidents 


in childhood* 


Dr. J. M. Mackintosh 
Director of Education and Training 
World Health Organization 


The prime cause of accidents is igno- 
rance on the part of the victim through 
want of experience or some degree of 
helplessness due to immaturity of body 
and mind. The young child exposes 
himself to danger because he has no 
experience of it or no skill in avoiding 
the hazard. He may, for example, pull 
down upon himself a saucepan full of 
hot liquid or play with a gas tap or an 
electric socket; or he may pull a plastic 
bag over his head or stand unsteadily 
too near the edge of a river; or he rushes 
heedlessly into a crowded roadway, or, 
perhaps worst of all, eats a dangerous 
drug because it has a pretty colour. 

The second cause is ignorance or care- 
lessness on the part of those who are 
responsible for protecting the child. In 
early childhood this duty falls as a rule 
on the parents or guardians; and at later 
ages it extends to the school teacher, 
and to the traffic and other authorities 
who are charged with planning for and 
maintaining public safety. 


*Reprinted from World Health, May-June 
960. 
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THE CHILD events which has sometimes been called 


The final cause is the child himself, 
and his responsibility grows with his age 
and experience. It is natural that people 
should learn to take risks, for the great 
virtues of courage and strength of will 
must not be stifled. All the same, cour- 
age should not be confused with mere 
foolhardiness, especially when the safety 
of others is involved. In some cases the 
child is the agent of his own disaster; 
he may be reacting adversely to over- 
protection on the part of his parents, or 
expressing through the accident the out- 
burst of an inner conflict. Not infrequently 
the “accident” is a chance happening 
only in the eye of the beholder. In reali- 
ty it is part of an inexorable chain of 


“accident proneness”. 

How can we find out more about the 
causes of accidental happenings? The 
first step is to collect the facts, and the 
second is to study their significance. In 
carrying out these tasks we need the 
continuous help of the statistician to plan 
the investigation, to advise on its opera- 
tion as a member of the study team, and 
to assess the results in terms of accurate 
epidemiological analysis. It is recognized 
as a direct consequence of studies of this 
kind that the epidemiology of accidents 
varies according to a number of factors 
such as the age and sex of the child, the 
type of hazard (e.g., drowning or poison- 
ing, injuries at home or on the road), 
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: | RELIEVES THE SYMPTOMS OF RHEUMATOID ARTHRITIS 

the pain, rigidity, swelling, morning stiffness, and 
limitation of motion 
With DECADRON, pain, rigidity, and swelling usually fade 
rapidly, within 24 hours.' Morning stiffness often disappears 
completely.? Increased joint mobility and eventual clinical 
control frequently follow improvement of articular symptoms, 
even in patients poorly controlled by #fthe ulcer.octeroids.2-6 


ATTACKS THE INFLAMMATORY PROCESS OF RHEUMATOID ARTHRITIS 

the rapid sedimentation rate, the secondary anemia, the fever, 
elevated plasma fibrinogen and globulin, and 

decreased plasma albumin 


Treatment with DECADRON, by reducing or eliminating 
inflammation, may also be expected to help eliminate fever, reduce 
the sedimentation rate, correct abnormal plasma-protein 
patterns, raise hemoglobin values and red blood cell counts.*7-10 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 


The patient is sometimes markedly undernourished and emaciated 


(Cecil, R. L., and Loeb, R. F.: A Textbook of Medici ed. 10, Philadelphi 
W. B. Saunders Company, 1959, p. 1366.) 


thin and asthenic, and very often profoundly depressed. 


(Ragan, C., in Comroe’s Arthritis and Allied Conditions, ed. 5, Philadelphia, 
Lea & Febiger, 1953, p. 151.) 


The “tonic effect’! of dexamethasone often promotes a sense of 
well-being, leading to improvement in the general state of 
health, relief of asthenia and depression, restoration of normal 
nutrition and enjoyment of food.}*-11-14 


umatoid arthritis 


REFERENCES: 

1. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 2. Bunim, J. J., et al.: Arthritis & 
Rheumatism 1:313, 1958. 3. Galli, T., and Mannetti, C.: Minerva med. 50:949, 1959. And Abstr. 
in J.A.M.A. 170:2254, 1959. 4, Case Reports on File, Merck Sharp & Dohme. 5. Boland, E. W.: 
Ann, Rheumat. Dis. 17:376, 1958. 6. Boland, E, W.: California Med. 88:417, 1958. 

7. Cislaghi, F., and Quarti, M.: Minerva med. 50:959, 1959. 8. Foreign Letters: J.A.M.A. 
171:286, 1959. 9. Agostini, A.: Minerva med, 50:926, 1959. 10, Clinical Data, Merck Sharp 

& Dohme. 11. Rudolph, J. A., and Rudolph, B. M.: Ann. Allergy 17:710, 1959. 

12. Cerutti, P.: Minerva med. 50:917, 1959. 138. Cagli, V., et al.: Minerva med, 50:941, 1959. 

14, Chervinsky, P.: Ann, Allergy 17:714, 1959. 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
8 mg. per day is adequate; this should be reduced to int level when control has been 
established. DECADRON is supplied as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 

and as Injection DecaprRoN Phosphate in 5-cc. vials, each cc. containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt. Additional information available to physici on req 


DecapRon is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


(=) MERCK SHARP & DOHME © Division of Merck & Co., INc., West Point, Pa. 
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for acute 
upper respiratory infections 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective@eMeeret pathogens...with an unsurpassed record of safety and tolerance 


wa 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCl 
activity. Bottles of 16 and 100. 


TETREX Syrup—tetracycline (ammonium polyphosphate 


BRISTOL LABORATORIES, syRACUSE, NEW YORK (Goma buffered) syrup—equivalent to 125 mg. tetracycline HCl 
Div. of Bristol-Myers Co. — ™ 


activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 
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new 
therapy 
Peptic 


chymotrypsin 


cessation of all symptoms and 
complete healing in 70 out 

of 78 cases as reported in 
Postgraduate Medicine (Oct.) 1959 


chymotrypsin offers a new approach 
to the treatment of peptic ulcer.” 


In 54 cases, most of them hospitalized, 
in which chymotrypsin (Chymar) was 
used in conjunction with other agents 
‘All of the symptoms disappeared and 
complete healing ef the ulcer occurred 
in 49 (90.7 per cent) of the 54 cases...” 
Average time for cessation of symptoms 
...6 days; for complete healing... 

36 days; average follow-up period 
...12 months. Jn 24 cases in which 
Chymar was used alone, “Cessation of 
all symptoms and complete healing 
occurred in 21 (87.5 per cent) of the 

24 cases .. .”” Average time for 
cessation of symptoms... 5.8 days; 

for complete healing . . . 24 days; 
average follow-up period... 

25.5 months. 


Conclusions: “Because of the excellent 
results obtained in 78 cases of peptic 
ulcer . . . I strongly recommend its use 
as a most valuable adjunct in the 
treatment of this disease.” * 


*Mozan, A. A.: Postgraduate Med. 26:542, 1959 


the superior anti-inflammatory enzyme 


Buccal / Aqueous /Oil 


controls inflammation, swelling and pain 


Pretreatment roentgenogram made 
on January 26, 1957 shows a large 
niche on the upper third of the lesser 
curvature, 


Roentgenogram @ on February 
23, 1957 shows only a slight indenta- 
tion on the lesser curvature. 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 
Armour Units per tablet. ; 


CHYMAR Aqueous—Solution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 
5000 Armour Units per cc. 


CHYMAR—Suspension of crystallized 
chymotrypsin in oil for intramuscular 
injection. Vials of 5 cc. Enzymatic 
activity, 5000 Armour Units per cc. 
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ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS 

Armour Means Protection 

© 1900, A. P. Co. 
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“Sometimes, 
when I have 
a running nose, 
I’d like to 
clear it with 


TRIAMINIC* 
just to check out 
that systemic 
absorption business. 


Reaches all nasal 
and paranasal 
membranes, huh?” 


...and for humans You can’t reach the entire nasal and paranasal mucosa by putting 

‘ medication in a man’s nostrils — any more than you could by trying to 

with pour it down an elephant’s trunk. TRIAMINIC, by contrast, reaches all 

respiratory membranes systemically to provide more effective, longer- 

RUNNING NOSES... lasting relief. And TRIAMINIC avoids topical medication hazards such 


as ciliary inhibition, rebound congestion, and “nose drop addiction.” 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 
because of this special timed-release action: ~ 25 me. 
Pyrilamine maleate... 25 mg. 

h 1 Dosage: 1 tablet in the morning, midafternoon and at bedtime. 
firet — the outer — In postnasal drip, 1 tablet at bedtime is usually sufficient. 
dissolves within 
minutes to produce Each timed-release Triaminic Juvelet® provides: 

3 to 4 hours of relief % the formulation of the Triaminic Tablet. 


then the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


disintegrates to Each tsp. (5 ml.) of Triaminic Syrup provides: 
the formulation of the Triaminic Tablet. 
Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


® 
T R [AM I N I Es timed-release tablets, juvelets, and syrup 
DQ running noses &, ra and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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Therapeutic vitamins in the “therapeutic” jar 


High potency water-soluble vitamins as contained in STRESSCAPS may solve the compli- 
cating nutritional problem in arthritics. As increased metabolic needs are intensified by 
established or progressive deficiencies, multiple vitamins adjunctive to primary therapy 
are justified."* The decorative STRESSCAPS jar also helps resolve the problem of 
adherence to prescribed regimen .. . reminding the patient of his one-capsule-daily. 


Each capsule contains: Thiamine Mononitrate (B,) 10 mg., Ribofiavin (B,) 10 mes Niacinamide 100 ", 
Ascorbic Acid (C) 300 mg., Pyridoxine HCI (B,) 2 mg., Vitamin By. 4 mcgm., cium Pantothenate 6 
mg., Vitamin K (Menadione) 2 mg. Average dose: 1-2 capsules daily. 


1, Robinson, W. D. Report to A.M.A. Council on Foods and Nutrition, J.A.M.A. 166:263 (Jan. 18) 1958. 2. Spies, T.D.: J.A.M.A. 
167:675 (June 7) 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


STRESSCAPS 


Stress Formula Vitamins Lederie 


THE FACTS ABOUT MER/29 


MER reduces total body cholesterol 


in 8 out of 10 
—and these are the patients 


most likely to benefit 


your patient with high cholesterol levels... 


MER/29 reduces both serum and tissue cholesterol, irrespective of diet.’ 
In 463 patients, the mean cholesterol was reduced from 324 mg.% to 
253 mg.% — an average decrease of 71 mg.%.™* 


your patient with angina pectoris... 


concurrent benefits have been reported in some patients receiving 
MER/29. These include decreased incidence and severity of attacks, 
improved ECG patterns, diminished nitroglycerin requirements, and 
increased sense of well-being.’ ee 


your patient with postmyocardial infarction... 


while more time is needed’ to determine the over-all prognostic signifi- 
cance, it has been observed that MER/29 “... reduced morbidity and 
mortality rates below those of control series during the first year follow- 
ing coronary thrombosis.” 


your patient with generalized atherosclerosis... 


atherosclerosis “...has been shown to afflict about 77% of American - 
males as early as in the 20-to-30 age range.”” With MER/29 you have 
a new, well-tolerated means of lowering cholesterol — which has been 
considered “... the sine qua non of the atheromatous lesion.”” 
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compatible with other cardiovascular therapies: MER/29 can be used along © 
with other measures to control anxiety, hypertension, obesity, and other conditions 
associated with cardiovascular disorders. These include anticoagulants, nitro- 
glycerin, and PETN. 


safety data: Patients have now been treated with MER/29 for relatively long and 
continuous periods. In no case has there been evidence of serious toxic effects on 
the function of any vital organ or system. However, since long-term MER/29 
therapy may be necessary, periodic examinations, including liver-function tests, 
are desirable. Side effects (nausea, headache, dermatitis) are rare and have usually 
been associated with dosages greater than those recommended for effective therapy. 


contraindication: Pregnancy. Since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the Serpent of the fetus, the drug 
should not be administered during pregnancy. 

supplied: Bottles of 30 pearl gray capsules. 


.. the first cholesterol-lowering agent to inhibit the formation of excess 
cholesterol within the body, reducing both tissue and serum cholesterol 


..no demonstrable interference with other vital biochemical processes 
reported to date ; 


.. convenient dosage: one 250 mg. capsule daily before breakfast 


... toleration and absence of toxicity established by 2 years of clinical 
investigation 


MER/29 


(triparanol ) 


References: 1. Hollander, W., and Chobanian, A. V.: Boston M. Quart. 10:37 (June) 1959. 
2. Oaks, W., and Lisan, P.: Fed. Proc. 18:428 (Mar.) 1959. 3. Oaks, W. W., et ab: 
A. M. A. Arch. Int. Med. 104:527 (Oct.) 1959. 4. Lisan, P.: Proceedings, Conference on 
MER/29, Progr. Cardiovasc. Dis. 2:(Suppl.)618 (May) 1960. 5. Oaks, W. W.: lbid., 
p. 612. 6. Hollander, W., et al.: Ibid., p. 637. 7. Halperin, M. H.: Ibid., p. 631. 8. Toro, J.: 

Ibid., p. 544. 9. Morrison, L. M.: J.A-M.A. 173:884 (June 25) 1960. ; 


THE WM. S. MERRELL COMPANY 
Cincinnati 15, Ohio + St. Thomas, Ontario mann: 
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edema 


more doctors are prescribing— 
more patients are receiving the benefits of— 
more clinical evidence exists for— 


CHLOROTHIAZIDE 


than for any other apenas 


DIURIL is unique. There is no other brand of Supplied: 250-mg. and 500-mg. scored tablets DIURIL chlor 
chlorothiazide thiazide in bottles of 100 and 1000. 


DIURIL is a trademark of Merck & Co., INC. 


Additional information is available to the physician on request. 


Dosage: Edema—One or two 500-mg. tablets DIURIL once or 
twice a day. Hypertension—One 250-mg. tablet DIURIL or one MERCK SHARP & DOHME 
500-mg. tablet DIURIL two to three times a day. Division of Merck & Co., INC., West Point, Pas 


HYPERTENSION CONGESTIVE FAILURE PREMENSTRUAL TENSION EDEMA OF PREGNANCY CIRRHOSIS WITH ASCITES RENAL EDEMA : 


| 
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anorectal comfort 


To shorten total treatment time in 
hemorrhoids, proctitis and pruritus 
ani, start treatment with Anusol-HC 
(2 suppositories daily/3-6 days) — 
then maintain lasting comfort with 
regular Anusol (1 suppository morn- 
ing, evening and after each bowel 
movement). Neither Anusol nor 
Anusol-HC contains analgesics or 
narcotics, hence will not mask symp- 
toms of serious rectal pathology. 


A 
hemorrhoidal suppositories 
andunguent. 


dependable Anusol suppositories 
w/hydrocortisone 


A new concept 


STOP 


LPS 


e Relieves itching and topical pain within minutes . . “superior to any existing 
local anesthetic.” 

eNot a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, non-toxic 
... over a million uses without a single verified case of sensitization.” 

e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist 
inflammation, irritation and infection. o 


Available as Creme in ¥%.0z. and 1 oz. tubes. WORLD LEADER IN DERMATOLOGICALS 


3% Xylocaine* HCl (brand of lidocaine hydrochloride) in the exclusive ACID MaNTLEt vehicle. DOME CHEMICALS INC. 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. tReg. T.M. Dome Chemicals Inc. New York Los Angeles 
1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2: Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 

Use, Stockholm, Almquist and Wiknell, 1959. 
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stop her sinus headache 


Sinutab is the proven specific for 
resolving sinus or frontal headache. 
It promptly and safely aborts pain 
—rapidly decongests to relieve pres- 
sure—relaxes the patient with mild 
tranquilization. Verify it for yourself: 
prescribe Sinutab for your next sinus 
or frontal headache cases. You and 
your patients will be pleased. 


Sinuta 


resolves sinus headache 


MORRIS PLAINS, 4. 


and many other variables like climate, 
planning for safety, education of parents 
and teachers, and the skilled training of 
the general public. The assistance that 
the statistician can offer goes much far- 
ther than this into the realm of preven- 
tion because his examination of causes 
leads on to sound advice on the pre- 
cautions that ought to be taken in order 
to achieve the best results at the lowest 
cost in time and effort. The only way to 
truth is to follow the direction posts of 
factual analysis. 

The statistical analysis of causes carries 
us a long way towards rational measures 
of prevention, but not far enough. All 
too often there are deeper roots: conflicts 
in family life, lack of harmony between 
parent and child, ill-conceived guidance 
in the home of the victim, or, it may be, 
of the other actor in the tragedy. A 
broad psychological analysis of accidents, 
dealing both with active and passive 
aspects, has already revealed knowledge 
that had been hidden, and is creating 
new foundations for public education. 


PREVENTION 


There are many possible divisions of 
the subject. Perhaps the simplest is to 
distinguish between general measures and 
those which are designed to deal with 
a specific risk, such as drowning or poi- 
soning or traffic accidents. Under the 
general heading are included the whole 


range of safety precautions taken by law 
and administration in a modern com- 
munity. The legal provisions are of great 
importance, especially in a developing 
area, because certain minimum standards 
of public safety can be laid down from 
the beginning. Many examples could be 
cited: prescriptions for the construction 
of cuttings, embankments, dams, and 
bridges; the protection of level-crossings 
and the avoidance of traps such as dan- 
gerous corners and road junctions. Nearer 
home, there should be statutory provision 
for the safety of buildings, notably fire 
protection and means of escape from 
public halls and other installations. From 
the more personal angle, the law insists 
on tests for drivers and, in a number of 
countries, on regular inspection of the 
safety mechanisms of road vehicles. The 
provision of pedestrian crossings and of 
lighting systems at busy cross-roads are 
other examples of the struggle for pre- 
vention. The effectiveness of the result 
depends largely on the extent to which 
legal prescriptions are enforced. A per- 
sistently neglected rule brings the law 
into contempt. 


DANGER EDUCATION 


The second great preventive action 
consists of public education. There are 
many forms in which this can be under- 
taken. The most effective results in pre- 


venting traffic accidents are secured by 
persistent, imaginative propaganda by 
press, radio, television and cinema fp 
create a climate of public opinion iq 
favour of courtesy and consideration be- 
tween one road user and another. 

The prevention of accidents in and 
around the home follows a different pat- 
tern: here the education must be die 
rected to the parents of young children 
and to teachers for the school-age groups, 
The general approach aims at showing 
the hazards and then demonstrating the 
precautions that should be taken. Obvi- 
ous examples are the protection of open 
fires of every kind, which is a legal re- 
quirement in one or two countries, a 7 
constant watch on the safety of electric 
and gas fittings, and the strict placing of 
all poisonous substances under lock and 
key. A great deal of patient teaching of 
this kind is best carried out at child 
health centres, nursery schools, and 
through the medium of voluntary organ- 
izations such as parent-teacher associa- 
tions and societies for the prevention of 
accidents. Education is not a job for 
the amateur; the teacher must be taught 
by the expert or the message will never 
be absorbed and distilled through the 
mind of mother and child. 

When we come to the prevention of 
specific hazards, the lumping together of 
accidents in a single portmanteau is in 
some ways unfortunate, for in fact the 


pA 
logical 


combination 
for appetite 
Suppression 


meprobamate plus 
d-amphetamine... suppresses 
appetite ...elevates mood... 
reduces tension... 

without insomnia, 
overstimulation or 
barbiturate hangover. 


anorectic-ataractic 
mpfetaniine sulfa 


THE DAILY LOG will provide clear, easy reference to all 
the business facts you need in 1961 — overhead; receipts; 
charges; taxes; net earnings. Used and preferred by thousands 
of doctors since 1927. Only a few minutes a day required to 
keep complete practice management records; helps you 
avoid tax troubles; saves you time and money. Fully dated, 
looseleaf; printed new each year. 


PRICES: Regular Edition, one 40 line Tg y a day, one 
volume, dated for 1961 — $7.75. Dou og Edi i 
two facing pages of 40 lines each day, two volumes, dat 
1961 — per set — $13. 


th 


meprobamate 400 mg., 


‘on wRITE FOR 
DIRECT KIT 


ORDER 


FREE DAILY Gi 28a 


THE COLWELL COMPANY 
265 Kenyon Road, Champaign, Illinois 
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Dosage: One tabiet one-half to one hour before each meal. i ; 
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—but all’s quiet 


on the ulcer front 


Even under stress and tension 
Gelusil antacid adsorbent keeps pep- 
tic ulcer patients pain-free all day 
long. Gelusil coats the ulcer with two 
protective gels to provide both fast 
and prolonged relief of pain and 
distress. Pleasant-tasting Gelusil is 
all antacid — nonconstipating — 
contains no laxative. 


GELUSIL 


MORRIS PLAINS, 


... for more effective pain relief 


particularly suited for arthritic patients 


Combining the antacid MAALOx® with aspirin increases both absorption and 
utilization of the salicylate. As a result, ASCRIPTIN acts twice as fast as plain 
aspirin and analgesic action lasts much longer due to maintenance of higher 


plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even when large doses are 


given over prolonged periods 


Of particular value in arthritis and rheumatic disease, ASCRIPTIN is an ex- 


cellent salicylate for routine use. 


Formula: Acetylsalicylic acid 0.30 Gm., MAALOX (magnesium-aluminum hy- 
droxides) 0.15 Gm. Offered: Bottles of 100 and 500. 


WILLIAM H. RORER, INC. 


Philadelphia 44, Pa. 


term “accident” covers a_ bewildering 
variety of separate diseases. The prob- 
lem of drowning, for example, can best 
be solved by specialized methods: the 
training of children to swim and to ren- 
der first-aid by modern artificial respi- 
ration, and the essential precautions in 
the home to eliminate the risks of sub- 
mersion of young children. The pre- 
vention of accidental poisoning again 
demands a different approach. The grow- 
ing practice of self-medication, and the 
great variety of dangerous drugs pre- 
sented by enterprising firms in attrac- 
tive forms have so increased the risks 
that the older simplicities are out of 
date. Two steps can be taken by parents 
without delay: prevent the child from 
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getting hold of poisons and acquire some 
knowledge of first aid. The provision of 
a few simple materials to deal with the 
common home accidents and to know 
where they are and how to use them is 
surely an elementary precaution. In road 
accidents also a sound training of people 
in what to do—and even more, in what 
not to do—ought to be as much a part 
of ordinary education as any lesson in 
reading or writing. First aid, valuable 
as it is in limiting the disastrous effects 
of accidents, must be regarded as emer- 
gency care after the event. Prevention 
has no history, but accidents conform 
to the description of history as “little 
more than a register of the crimes, follies 
and misfortunes of 


Focal points of 
motor vehicle 
accident problem* 


Motor vehicle accidents continue to 
take a heavy toll of life, despite the fact 
that they are largely amenable to con- 
trol and that extensive safety programs 
have been directed against them. In 
1957, the motor vehicle accident death 
rate in the United States—23 per 
100,000 population—was no lower than 
it was in 1949-50. While the death rate 
from this cause among males was 34 
per 100,000 in both periods, among fe- 
males it rose from 10 to 11. 

Every geographic division of the 
country suffers a large loss of life from 
motor vehicle accidents. The highest 
mortality rates are found among resi- 
dents of the western and southwestern 
areas of the country. Thus, in 1957, the 
rate among residents of the Mountain 
States was 32 per 100,000, or nearly 1% 
times that for the country as a whole. 
The rate was 28 per 100,000 in the West 
South Central States and almost as high 
in the Pacific States. Residents of the 
Northeast, on the other hand, recorded 
the lowest rates. In New England the 
motor vehicle accident death rate—12 
per 100,000—was little more than half 
the national figure, and in the Middle 
Atlantic States it was about 16 per 
100,000. 

In every geographic division, more 
than one fifth of the deaths from motor 
vehicle accidents occur in the age group 
15-24 years; in the East South Central 
States the proportion is at least one 
fourth. The age pattern of mortality 
varies, however, from one geographic 
area to another. In the Northeast, people 
at ages 65 and over account for 1 out 
of every 5 of the fatally injured, almost 
as large a proportion as at ages 15-24. 
In the North Central divisions and in the 
Pacific States the proportion of aged 
victims is not much lower. In the other 
areas of the United States, however, the 
number killed at ages 65 and over, 
broadly speaking, is half the number of 
fatally injured at ages 15-24. Geographic 
differences in the age distribution of 
deaths from motor vehicle accidents re- 
flect differences in the age distribution 
of the populations and in the relative 
frequency of the various types of acci- 
dent. As will be shown later, the age 
distribution of the mortality among pe- 
destrians is very different from that 
among occupants of motor vehicles. 

To throw additional light on a focal 
point of the motor vehicle accident 
problem—the teen ages and early 20's 
—the Metropolitan Life Insurance Com- 
pany made a special tabulation of the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1960. 
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no asthma symptoms 


Tedral helps asthma patients breathe 
normally — live actively —avoid the 
fear and embarrassment of disabling 
attacks. 1 or 2 tablets q.4h. provide 
up to 4 hours’ freedom from conges- 
tion and constriction of asthma. 


TEDRAL 


the dependable 


MORRIS PLAINS, W.J. 


: 


Hard filled 
capsules in 
bottles of 30. 


pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 
kept essentially intact by 
their special pH-sensitive 
coating (about 5% of 
Medrol content released 
in 2 hours at pH 1.2). 


but here 
at pH 1.0 


In the environment of the 
duodenum (at pH of 
approximately 7.5) 90% 
to 100% of the Medrol 
content is released 
within 4 hours. 


...means | 
gradual steroid 
absorption 


| 
| ptherapy 
= Tuppa, N.V.: Curr. Therap. 
Res. 2:177 (June) 1960.) 


the complaint: “nervous indigestion” 


the diagnosis: any of several nonspecific and functional 
gastrointestinal disorders requiring relief of symptoms 
by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. 


the prescription: a new formulation incorporated in 
an enteric-coated tablet, providing the multiple actions 
of widely accepted Donnatal® and Entozyme.® 


the dosage: two tablets three times a day, or as in- 
dicated. 


DONNAZYME 


INCORPORATED 


A. H. ROBINS COMPANY, 


in the gastric-soluble outer layer: 


Hyoscyamine sulfate........ Serre. . .0.0518 mg. 
Hyoscine hydrobromide............... 0.0033 mg. 
Phenobarbital (56 Gf.) 8.1 mg. 
in the enteric-coated core: 

Pancreatin, N. F........ .300 mg. 
Bile salts...... 150 mg. 


antispasmodic « sedative « digestant 


RICHMOND 20, VIRGINIA 
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PABA LATE 


BINING MUTUALLY SYNERGISTIC NON-STEROID ANTIR Eu! 


. evidence seems to indicate that 
adm ion of para-aminobenzoic.and sali 
Pabalate] produces a more uniformly sus 


| 
: 
nr, 4 
: cylic acid [a: | 
ined Ie wih tr 
H. ROBINS CO., INC., Richmond 20, Virginia 


reduces postnasal drainage—lessens pharyngeal irritation 
depresses the cough reflex—eases expulsion of mucus 


*The addition of the decongestant to the antitussive provides more complete cough 
control than regular “cough syrups.” The central antitussive action of Dormethan! and 
the expectorant action of ammonium chloride are complemented by the decongestant 
action of Triaminic,?** which reduces sweling and controls irritating postnasal drip, 
a common cough stimulus. E> 


Triaminicol 


Each tsp. (5 ct of fruit-flavor “ Dosage (to be administered every 3 
non-alcoholic RIAMINICOL Provides: or 4 hrs.): Adults —2 tsp.; Children 
Triaminic® 25 mg. 6 to 12—1 tsp.; 1 to6—¥% tsp.; under 
12.5 mg. 1—¥Y, tsp. One dose at bedtime is 

Phentramine usually sufficient to control the cough 
Dormethan (brand of dextromethorphan HBr).......... 15 mg. cycle initiated by postural drainage 


References: 1. Bickerman, H. A.: in Drugs of Choice, Mosby, St.Louis, 1958, p. 557. 2. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 4. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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here are some of the ways hypertensive patients 


benefit when you prescribe 0) | UPRES 


controlled 
dosage 


dietary Saltese 
may be 
liberalized 


‘symptoms as. 
"headache, 
dizziness, palpitations 
and tachycardia 
are usually relieved 
apgpaal pain may. be 
redusge@in incidence 


“anxiety 
andtension 
€ are 


~allayed 
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RESERP 
iajority of patients with mild or moderate 
ven in many with severe hypertension 


DIUPRES-250 DIUPRES-500 


250 mg. DIURIL (chiorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 
One tablet one to four times a day. One tablet one to three times a day. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Peint, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


DIUPRES and DIURIL are trademarks of Merck & Co., Inc. 
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Geriliqui 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


e Increases ability to walk farther with less pain 
© Relieves pain, dizziness and faintness 
e@ improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 
Dosage: One or two teaspoons three times daily before meals. 


Supplied: 8 oz. bottles. 72260 ° 


LAKESIDE LABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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SURFAK 
Capsule 
softens 


fecal RFAK 
Calcium Bis-(Diocty! Sulfosuccinate) 
mass Only 1 - 240 mg. capsule per day 
to tim 
800 Expected increased fecal i C S 


quantity in constipation 


the normal 
daily fecal 
excretion 


Therapeutic effectiveness in constipation 
depends on a more complete softening of the 
increased fecal load. ONE Surfak capsule is all 
that is needed to soften fecal matter up to 
three times the normal daily fecal excretion. 
This superior fecal softening effectiveness of 
Surfak is demonstrated in the chart shown, which 
indicates that a much wider range of patients 
~—even those with severe constipation—can be 
successfully treated with only one capsule 
daily with usually complete freedom from side 
effects. Surfak is non-laxative, thus eliminating 
the “griping,” flatulence, oily leakage 
or danger of habituation often associated 
with laxative therapy. 
DOSAGE: One Surfak 240 mg. soft gelatin 
capsule daily for adults. Surfak 50 mg. soft 
gelatin capsules—for children, and adults with 
minimum needs, one to three daily. 
SUPPLY: 240 mg.—bottles of 15 and 100. 

50 mg.—bottles of 30 and 100. 


Diocty! Sodium 
Sulfosuccinate 
2 - 100 mg. 
capsules 
per day 


| BROTHERS, INC. 
CINCINNATI 3, OHIO 
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1. Sphincter of 


2. Sphincter of Oddi 


Boyden 


in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 


NORMAL BILIARY FUNCTION 


Cholan DH’ 
Cholan V 
Cholan HMB 


hydrocholeretic — spasmolytic 


Sphincter 
Muscles in 
Normal 
Relaxation 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 

Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 


meals. Cholan HMB —dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 506 and 1,000 tablets. 
For a trial supply write to Professional Service Department 


Ci Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 


PCN-81 
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for the uncomfortable patient 


for the distraught 


for the overtired patient 


relaxing, restful sleep 


without barbiturates, bromides or narcotics 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


mortality among its Industrial policy- 
holders for single years of age from 15 
through 24 years. In 1958-59, the peak 
motor vehicle accident death rate among 
white male policyholders occurred at ages 
21 and 22. The rate increased sharply 
from 7 per 100,000 boys at ages 1-14 
to 66 at ages 21-22, and then fell 
abruptly, but was as high as 40 per 
100,000 at ages 23 and 24, and did not 
drop below 25 for any of the older age 
groups. 

Among white female policyholders the 
motor vehicle accident death rate re- 
corded a peak at age 18—several years 
earlier than among males—and another 
at ages 65-74. In 1958-59, the death 
rate for females rose from about 4 per 
100,000 at ages 1-14 to nearly 17 at 
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age 18; the rate then decreased and 
remained at a lower level throughout 
the greater part of adult life, but rose 
again to about 18 per 100,000 at ages 
65-74. The motor vehicle accident death 
rate was markedly higher for males than 
for females at every age group. At age 
21 the ratio of the mortality was 6% 
to 1, and was not much lower at the 
adjacent ages. At ages 1-74 combined, 
the motor vehicle accident death rate 
among males was 3 times that among 
females. 

Fatal injuries to pedestrians account 
for only about one fifth of the motor 
vehicle accident mortality in this insur- 
ance experience. Moreover, deaths among 
pedestrians are largely concentrated at 
the childhood and the older ages. At 


ages 1-14, where the proportion of such 
deaths is highest, they account for little 
more than half of all motor vehicle ac- 
cident fatalities. However, in the ag- 
gregate, the occupants of motor vehicles 
—drivers and passengers—constitute the 
majority of victims. Among white males 
in this experience, drivers and passengers 
comprised more than 90 percent of the 
total motor vehicle mortality at ages 17 
through 29; the experience for females 
is not appreciably different from that 
among males. 


Books received 


Books received for review during the pe- 
riod from September 5 to October 5 are 
listed below. Reviews will be published 
as space permits. 


PROGRESS IN EXPERIMENTAL TUMOR 
RESEARCH. Edited by F. Homburger, Cam- 
bridge, Mass. Cloth. Pp. 476, with illustrations. 
Price $22.00. S. Karger, Basel, Switzerland. 
J. B. Lippincott Company, exclusive U.S. dis- 
tributors, East Washington Square, Philadelphia 
5, 1960. 


CLINICAL OBSTETRICS AND GYNECOL- 
OGY. Bleeding and Hemorrhage in Late Preg- 
nancy. Edited by R. Gordon Douglas, M.D. 
Frigidity. By Edward C. Mann, M.D. The 
Obstetric Forceps, Puerperal Fever, Gynecology 
Becomes a Surgical Specialty. By Harold Speert, 
M.D. Volume 3, Number 3. Cloth. Pp. 268, 
with illustrations. Price $18.00 a year. Paul B, 
Hoeber, 49 East 33rd Street, New York 16, 
1960. 


PHARMACOLOGY IN NURSING. By Elsie 
E. Krug, R.N., M.A., Instructor in Pharmacology 
and Anatomy and Physiology, Saint Mary’s 
School of Nursing. Rochester, Minnesota. Ed. 
8. Cloth. Pp. 805, with illustrations. Price 
$6.00. The C. V. Mosby Wash- 
ington Boulevard, St. Louis 3, 


AMERICAN PHARMACY. Textbook of Phar- 
maceutical Principles, Processes and Prepara- 
tions. Edited by Joseph B. Sprowls, Jr., Ph.D., 
Dean, School of Pharmacy, Temple University, 
Philadelphia. Ed. 5. Cloth. Pp. 493, with illus- 
trations. Price $10.75. J. B. Lippincott Com- 
pany, East Washington Square, Philadephia 5, 
1960. 


THE CASE REPORTS AND AUTOPSY 
RECORDS OF AMBROISE PARE. Compiled 
and edited by Wallace B. Hamby, M.D., 
F.A.C.S., Department of Neurological Surgery, 
Cleveland Clinic, Cleveland, Ohio. Cloth. Pp. 
214, Price $6.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960, 


CHEMOTHERAPY IN EMOTIONAL DIS- 
ORDERS. The Psychotherapeutic Use of Somatic 
Treatments. By Frederic F. Flach, M.D., 
F.A.P.A., Assistant Professor of Clinical Psy- 
chiatry, Cornell University Medical College, 
New York; Assistant Attending Psychiatrist, 
Payne Whitney Psychiatric Clinic of the New 
York Hospital, and St. Vincent’s Hospital, New 
York; and Peter F. Regan, III, M.D., F.A.P.A., 
Professor and Head of the Department of 
Psychiatry, The J. Hillis Miller Health Center, 
University of Florida College of Medicine, 
Gainsville, Florida, Cloth, Pp. 314, with illus- 
trations, Price $10.00. McGraw-Hill Book Com- 
om 330 West 42nd Street, New York 36, 
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ADVENTURE TO MOTHERHOOD. The 
Picture Story of Pregnancy and Childbirth. By 
J. Allan Offen, M.D., Assistant Professor of 
Obstetrics and Gynecology, University of Miami 
School of Medicine; Attending Obstetrician and 
Gynecologist, Jackson Memorial Hospital. Cloth. 
Pp. 67, with illustrations. Price $2.95. Audio 
Visual Education Company of America, Pub- 
lishers. Taplinger Publishing Company, exclusive 
U.S. distributors, 119 West 57th Street, New 
York 19, 1960. 


EYE SIGNS IN GENERAL DISEASE. By 
F. Herbert Haessler, M.D., Professor Emeritus 
of Ophthalmology, Marquette University School 
of Medicine, Milwaukee, Wisconsin. Cloth. Pp 
118. Price $5.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


OUTLINE OF PATHOLOGY. By John H. 
Manhold, Jr., D.M.D., M.A., F.A.C.D., Pro- 
fessor, and Director of Oral Diagnosis and 
Pathology for the College of Dentistry, Seton 
Hall College of Medicine and Dentistry; Attend- 
ing Pathologist, Jersey City Medical Center; 
and Theodore E. Bolden, D.D.S., M.S., Ph.D., 
Assistant Professor of Oral Diagnosis and 
Pathology, College of Dentistry, Seton Hall 
College of Medicine and Dentistry; Attending 
Pathologist, Jersey City Medical Center. Cloth. 
Pp. 340. Price $4.75. W. B. Saunders Com- 
— Washington Square, Philadelphia 


THE DISPENSATORY OF THE UNITED 
STATES OF AMERICA. 1960 Edition. New 
Drug Developments Volume. Volume 2. Edited 
by Arthur Osol, Ph.G., B.S., M.S., Ph.D., Pro- 
fessor of Chemistry and Dean of Science, Phila- 
delphia College of Pharmacy and Science; 


Member of the Executive Committee of the 
Committee of Revision of the United States 
Pharmacopeia; and Robertson Pratt, A.B., Ph.D., 
Professor of Pharmacognosy and Antibiotics, 
University of California School of Pharmacy. 
Cloth. Pp. 240, with illustrations. Price $9.00. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1960. 


ESSENTIALS OF PHARMACOLOGY. By 
Frances K. Oldham, Ph.D., M.D., formerly Asso- 
ciate Professor of Medicine, The University of 
South Dakota; and F. E. Kelsey, Ph.D., Pro- 
fessor and Chairman of the Department of 
Physiology and Pharmacology, The University 
of South Dakota; and E. M. K. Geiling, Ph.D., 
M.D., Frank P. Hixon Distinguished Service 
Professor Emeritus, Department of Pharmacol- 
ogy, The University of Chicago. Ed, 4. Cloth. 
Pp. 418, with illustrations. Price $7.75. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1960. 


THE TORCH. By Wilder Penfield. Cloth. 
Pp. 367. Price $4.75. Little, Brown & Company, 
34 Beacon Street, Boston 6, 1960. 


SEA WITHIN. The Story of Our Body Fluid. 
By William D. Snively, Jr., M.D., Lecturer in 
Pediatrics, University of Louisville School of 
Medicine; Attending Physician, Evansville Child 
Health Conferences, Medical Department, Mead 
Johnson & Company. Cloth. Pp. 150, with illus- 
trations. Price $3.95. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1960. 


THE OUT-PATIENT TREATMENT OF 
SCHIZOPHRENIA. A Symposium. Edited by 
Sam C. Scher and Howard R. Davis. Cloth, 
Pp. 246, with illustrations. Price $5.75. Grune 
& oy Inc., 381 Fourth Avenue, New York 
16, 1960, 


OBSTETRICS. From the original text of 
Joseph B. De Lee, M.D. By J. P. Greenhill, 
M.D., F.A.C.S., F.1.C.S. (Hon.), Senior At- 
tending Obstetrician and Gynecologist, The 
Michael Reese Hospital; Obstetrician and Gyn- 
ecologist, Associate Staff, The Chicago Lying-in 
Hospital; Attending Gynecologist, Cook County 
Hospital; Professor of Gynecology, Cook County 
Graduate School of Medicine. Ed. 12. Cloth. 
Pp. 1098, with illustrations. Price $17.00. W. 
B. Saunders Company, West Washington Square, 
Philadelphia 5, 1960. 


MEDICAL HISTORY-TAKING. By Ian 
Stevenson, M.D., Professor of Psychiatry and 
Chairman, Department of Neurology and Psy- 
chiatry, University of Virginia School of 
Medicine. Cloth. Pp. 273, with illustrations. 
Price $6.50. Paul B. Hoeber, Inc., 49 East 
33rd Street, New York 16, 1960. 


DIABETIC CARE IN PICTURES. Simplified 
Statements with Illustrations Prepared for the 
Use of the Patient. By Helen Rosenthal, B.S., 
former Chief, Frances Stern Food Clinic, The 
Boston Dispensary; former Assistant in Medicine 
at the School of Medicine, Tufts University; 
and Joseph Rosenthal, M.D., Assistant Professor 
of Medicine at the School of Medicine, Tufts 
University; Assistant Professor of Medicine in 
the Postgraduate Division at the School of 
Medicine, Tufts University; Physician-in-Charge, 
Diabetes Clinic, The Boston Dispensary; Asso- 
ciate Staff, New England Center Hospital (All 
Units of the New England Medical Center). 
Ed. 3. Cloth. Pp. 237, with illustrations. Price 
$4.50. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1960. 


NEOPLASTIC DISEASE AT VARIOUS 
SITES. General Editor D. W. Smithers, M.D., 
F.R.C.P., F.F.R. Introductory Volume: A 


for the first time 


a DECLOMYCIN® - 


Demethyichlortetracycline 


Nystatin 
combination 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, 
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You can’t 
go wrong... 


Whether you choose a Tycos*Hand or Pocket Aneroid, you’re always 
sure of getting tops in ACCURACY. 


Tycos Aneroids maintain their accuracy for years, too. (You can check 
it yourself. When pointer returns within the zero after use it’s ac- 
curate.) Ask your dealer to help you determine which model and cuff— 
Hook or Velcro—you prefer. Taylor Instrument Companies, Rochester, 
New York, and Toronto, Ontario. 


Tycos Hand Model Aneroid is 
preferred by many doctors for 
house calls and office use. Cuff 
is shown here with new Velcro 
fastener. Velcro’s two nylon 
strips stick like a burr to a 
dog’s coat but peel apart easily. 
#5098-V, Tycos Hand Aner- 
oid in leather case, $49.50. 


Tycos Pocket Model Aneroid, 
shown here with regular hook 
cuff, is recommended for rou- 
tine hospital use. Just circle 
adult arm once, hook it and 
it’s on. Gage attaches securely 
to cuff, minimizing hazard of 
dropping. # 5090-V, Pocket An- 
eroid with case, $46.50. 


Taylor Lh nalrumends MEAN ACCURACY FIRST 
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Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#I6A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | Ready Dispersal 
Nonirritant No Leakback 


OUR 50th 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 
The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 
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when bacterial diarrheas 
leave little patients limp 
Furoxone Liquid 


brand of furazolidone 
e Rapid, decisive bactericidal action against an exceptionally broad range of enteric 
pathogens, including some now resistant to other antimicrobials °* Safe for all age 
groups—virtually nontoxic, side effects negligible, no interference with the normal 
balance of intestinal flora * Liquid suspension, containing kaolin and pectin, may 
be mixed with infant formula; passes through a standard nursing nipple /(-4\® 
¢ Dosage instructions for both children and adults may be found in your P.D.R. 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK J 
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 Heoughttos=. 

take Romiilar: CE 
His bark’is 

worse than mine: 


. 


ROMILAR CF will stop that cough by prompt, specific control of the cough reflex—without narcotic 
hazards or complications. Relief begins within 15 to 30 minutes, lasts for as long as 6 hours. ROMILAR OF 
treats the entire cough and cold complex — nasal and bronchial congestion, allergic manifestations, 
fever, headache and myalgia, as well as cough. Romilar® Hydrobromide- brand of dextromethorphan hydrobromide. 


Non-narcotic. No prescription required. Syrup now available in new 3-0z bottle size. Capsules in bottles of 100. 


ROMILAR 


for maximum cough relief 


BOCHE LABORATORIES - Division of Hoffmann-La Roche Ing) 
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CLINICAL PROSPECT OF THE CANCER 
PROBLEM. By D. W. Smithers, M.D., F.R.C.P., 
F.F.R., Professor of Radiotherapy in the Uni- 
versity of London; Director, Radiotherapy De- 
partment, Royal Marsden Hospital, and Institute 
of Cancer Research; Royal Cancer Hospital; 
Radiotherapist, Brompton Hospital. Cloth. Pp. 
232, with illustrations. Price $8.50. E. & S. 
Livingstone, London. The Williams & Wilkins 
Company, exclusive U.S. distributors, 428 East 
Preston Street, Baltimore 2, 1960. 


LIPIDS AND THE STEROID HORMONES 
IN CLINICAL MEDICINE. Proceedings of an 
Applied Seminar of the Association of Clinical 
Scientists. Edited by F. William Sunderman, 
M.D., Ph.D., Sc.D., Director, Division of 
Metabolic Research and Clinical Professor of 
Medicine, Jefferson Medical College, Phila- 
delphia, Pa.; and F. William Sunderman, Jr., 
M.D., Head, Chemistry Branch and Instructor 
in Clinical Pathology, U.S. Naval Medical 
School, Bethesda, Md. Cloth. Pp. 207, with 
illustrations. Price $10.75. J. B. Lippincott 
Company, East Washington Square, Philadelphia 
5, 1960. 


THE PHARMACOLOGY OF ANESTHETIC 
DRUGS. A Syllabus for Students and Clinicians. 
By John Adriani, M.D., Director, Department 
of Anesthesiology, Charity Hospital, New Or- 
leans, Louisiana; Professor of Surgery, Tulane 
University School of Medicine; Clinical Pro- 
fessor of Surgery and Pharmacology, Louisiana 
State University School of Medicine; Professor 
of General Anesthesia, Loyola University School 
of Dentistry, New Orleans, Louisiana. Ed. 4. 
Cloth. Pp. 232, with illustrations. Price $11.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


TREATMENT OF CARDIOVASCULAR 
EMERGENCIES. By Aldo A. Luisada, M.D., 
Associate Professor of Medicine, Chicago Med- 
ical School; Director, Division of Cardiology, 
Chicago Medical School and Mount Sinai Hos- 
pital; and Leslie M. Rosa, M.D., Assistant 
Pr of Medi , Chicago Medical School; 
Research Associate, "Division of Cardiology, 
Chicago Medical School and Mount Sinai Hos- 
pital. Cloth. Pp. 122, with illustrations. Price 
$4.95. McGraw-Hill Book Company, 330 West 
42nd Street, New York 36, 1960. 


MEANING AND METHODS OF DIAG- 
NOSIS IN CLINICAL PSYCHIATRY. By 
Thomas A. Loftus, M.D., Associate Professor 
of Clinical Psychiatry, The Jefferson Medical 
College, Philadelphia, Pennsylvania. Cloth. Pp. 
169, with illustrations. Price $5.00. Lea & 
i Washington Square, Philadelphia 6, 


CARCINOMA IN SITU OF THE UTERINE 
CERVIX. A Study of 235 Cases from the Free 
Hospital for Women. By Gilbert H. Friedell, 
M.D., Associate Pathologist, Massachusetts Me- 
morial Hospitals; Assistant in Pathology, Har- 
vard Medical School; Associate in Pathology, 
Boston University School of Medicine, Boston, 
Massachusetts; Arthur T. Hertig, M.D., Shattuck 
Professor of Pathologic Anatomy and Head of 
the Department of Pathology, Harvard Medical 
School; Consultant in Pathology, Free Hospital 
for Women and Boston Lying-in Hospital, 
Boston, Massachusetts; and Paul A. Younge, 
M.D., Assistant Clinical Professor of Gynecology, 
Harvard Medical School; Associate Chief Sur- 
geon, Free Hospital for Women, Boston, Massa- 
chusetts. Cloth. Pp. 154, with illustrations. 
Price $7.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1960. 


OCCUPATIONAL DISEASES AND IN- 
DUSTRIAL MEDICINE. By Rutherford T. 
Johnstone, M.D., Consultant in Industrial Medi- 
cine; Clinical Professor of Preventive Medicine 
and Public Health and Clinical Professor of 
Medicine, University of California at Los 
Angeles; and Seward E. Miller, M.D., Director, 
Institute of Industrial Health; Professor of 
Medicine, Medical School; Professor of Indus- 
trial Health, School of Public Health, University 
of Michigan, Ann Arbor. Cloth, Pp, 482, with 
illustrations. Price $12.00. W. B. Saunders 
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Pregnant? 


she 
wants 
the 
answer 

now! 


100% accuracy. 


the new, “3-day, Pregnancy Test. 


Pro-Duosterone’ 


50 mg. anhydrohydroxyprogesterone, activated by 0.03 mg. ethinyl estradiol per tablet 
permits quick, highly accurate early diagnosis 


If the patient is not pregnant, and previously has had regular men- 
strual cycles, progesterone-withdrawal bleeding will occur within a 
few days after administration of the PRo-DUOSTERONE test (4 tablets 
a day for 3 days). If the patient is pregnant the progestational 
activity of Pro-DUOSTERONE will protect the pregnancy. 
In normally-cycling women the PRo-DUOSTERONE test a) spore 
The Pro-DUOSTERONE test can be pé 
early as a week after the missed menses. 


1. Schwartz, H.A.: Editorial, Minnesota Med. 42:1279, 1959. 
——-(Rousset }— Roussel Corporation. 155 E. 44th Street. New York 17, N. ¥ 


ormed as 


Company, West Washington Square, Phila- 
delphia 5, 1960. 


RYPINS’ MEDICAL LICENSURE EXAM- 
INATIONS. Topical Summariés*‘and Questions. 
Edited by Walter L. Bierring, M.D., M.A.C.P., 
M.R.C.P., Edin. (Hon.), Director, Division 
Gerontology, Heart and Chronic Diseases, Iowa 
State Department of Health; Secretiry-Editor 
Federation of State Medical Boards of United 
States; Prof of Medi Emeritus, State 
University of Iowa, College of Medicine; former 
member National Board of Medical Examiners; 
American Board of Internal Medicine; Chairman 
Emeritus of American Board of Preventive 
Medicine; Iowa State Board of Medical Exam- 
iners; former Iowa State Commissioner of 
Health, Ed. 9. Cloth. Pp. 805, with illustrations. 
Price $11.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1960. 


BASKETBALL GUIDE FOR GIRLS AND 
WOMEN. With Official Rules and Standards. 
September 1960—September 1961. Edited by 
Irma Schalk. Paper. Pp. 160, with illustrations. 


Price $1.00. The Division for Girls and 
Women’s Sports, The American Association for 
Health, Physical Education, and Recreation, 
1201 Sixteenth Street, N.W., Washington 6, 
1960. 


FIELD HOCKEY, LACROSSE GUIDE. With 
Official Rules and Standards. September 1958 
—September 1960. Edited by Elizabeth F. 
Cooper, Field Hockey; and Marion R. Phillips, 
Lacrosse. Paper. Pp. 144, with illustrations. 
Price $.75. The Division for Girls and Women’s 
Sports, The American Association for Health, 
Physical Education, and Recreation, 1201 Six- 
teenth Street, N.W., Washington 6, 1958. 


SOCCER—SPEEDBALL GUIDE, INCLUD- 
ING FIELDBALL. With Official Rules and 
Standards. July 1960—July 1962. Edited by 
Ruth Sevy, Soccer; and Mary Buice Alderson, 
Speedball. Paper. Pp. 128, with illustrations. 
Price $1.00. The Division for Girls and 
Women’s Sports, The American Association for 
Health, Physical Education, and Welfare, 1201 
Sixteenth Street, N.W., Washington 6, 1960. 
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SPECIFY ~~ SAFE 
A LOGICAL ADJUNCT TO THE 
WEIGHT-REDUCING REGIMEN 


meprobamate plus d-amphetamine... ORIGINAL 
reduces appetite...elevates mood... CHLORAL HYDRATE CAPSULES’ 
eases tensions of dieting...  LYCORAL 
without overstimulation, insomnia or PERMITS FLEXIBLE DOSAGE 


- — TAB 


Dosage: One tablet ofe-half to one hour before each meal. é 
anorectic*ataractic 


| NON-BARBITURATE 
HYPO-ALLERGENIC 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets Fellows Y Asta ar 


Detroit * Dallas * Los Angeles 
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for Prostatic 
Hypertrophy 


nocturia 95%, me 
cy 81%, frequenc 
73%, discomfort 71% 
and starting delay 
70%.* 

FACT 5. Prostall 
causes no side ef- 
fects.4 No contraindi- 
cations. 


FACT 3. Prostall cap- 
sules reduce prostatic 
enlargement in 92% 
of cases.* 


FACT 4. Prostall cap- 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 


FACT 1. Prostatec- 
tomy can often be 
avoided by expectant 
medical treatment.! 


FACT 2. More: than 
50% of men over 45 
develop benign pro- 
static hypertrophy.” 


PROSTALL capsules contain 6 gr. of glycine (aminoacetic ecid), alanine and glutamic acid in 
biochemical combination. 
DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 
three months. Repeat if symptoms recur. 

1.. Chapman, T.L., Expectant treatment of benign 3. Feinblatt, H.M., and Gant, J.C., Palliative treat- 


Prostatic enlargement, Lancet 2:684, 1949, ment.of benign prostatic hypertrophy, J. Maine 
2. Hinman, F., The obstructive prostate, J.A.M.A. M.A. 49:99, 1958. 


135:136, 1947, 4. Ibid. #3, Southwestern Med, 40:109, 1959, 
Write for Professional Literature 


_ METABOLIC PRODUCTS, CORP. 
LITTLE BUILDING + BOSTON 16, MASS... 
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“VA NAY” 
Vaginal 
Cream meets 
the challenge 
of monilial 
vagmitis 


In pregnancy, diabetes, and wherever monilial overgrowth is pres- 
ent, “Vanay” Vaginal Cream provides the two essential require- 
ments for effective therapy. Its unique enzyme-controlled mode of 
action 1) insures a continuous therapeutic fungistatic effect with- 
out danger of local irritation; 2) restores and maintains a physio- 
logic pH and normal vaginal flora—reducing risk of reinfection. 


Patient acceptance is excellent because “Vanay” is nonsensitizing, 
nonirritating, nonstaining, and odor-free. 


“Vanay” Vaginal Cream is specific antifungal therapy in monilial 
vaginitis; it may be used as adjunctive therapy in trichomoniasis. 
(Usual range of dosage: 2-4 grams daily.) 


Supplied: “Vanayg Vaginal Cream—Brand of Triacetin 250 mg./ 
Gm. in nonliquefying base. Tubes of 1% oz. with 15 disposable 


applicators. 


In senile vaginitis, “Premarin” Vaginal Cream restores the influ- 
ence of estrogen directly to the vaginal mucosa to produce a heal- 
ing and soothing effect. Also valuable pre- and postoperatively in 
postmenopausal patients undergoing vaginal surgery. “Premarin” 
H-C Vaginal Cream (with hydrocortisone) is available when 
antipruritic, anti-inflammatory action is also desired. a 


AYERST LABORATORIES * New York 16, N. Y. * Montreal, Canada 


“*Premarin®”’ — Conjugated estrogens (equine) 
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senile 
anxiety 
disorientation 
agitation 


hostility 
irritability 
apprehension 
hysteria 


insomnia 


chronic 
urticaria 


alcoholism 


menopausal 
syndrome 


neuro- 
dermatoses 


functional 
gastrointestinal 
disorders 


psychoneuroses 


tension 
headaches 


dysmenorrhea 


psychosomatic 
complaints 


situational 
stress 


asthma 

hyperactivity 
{ ASS y tics 

Ad ¥ preoperative 


enuresis 
behavior 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being? 


® for vitamin-mineral supplementation 
VITERRA capsules tastitabs® 
e therapeutic capsules 
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the finest 
parenteral 
ystem 


e for descriptive reprint 


* REFERENCES: Maxwell, M.H., et al.: 
Dialysis: 1. Technique and Applica- Intermittent Peritoneal. Lavage, Am, J. 


tions, J.A.M.A..170:917 (June 20) 1959 Med., 26:831 (une) 1959, 


Doolan, D., et al: An Evaluation.of 
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CREMOMYCIN, 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 

CAUTION: Fi law Di 

Merck Sharp & Dohme 

_ Division of Merck & Co., inc. 

Phitadeiphia, Pa. 


& 

¥ 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMmYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 


SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


AND SUL’ ARE OF MERCK & CO., INC. 
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Photos used with patient’s permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 1142”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 


: 
— 


Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


2/2829mB SUMMIT. NEW 


Changes of Address 


Adam, Virginia Dare, from 3060 Fletcher Drive, to 3056 
Fletcher Drive, Los Angeles 65, Calif. 

Agbabian, Vahagn, from Dayton, Ohio, to 17546 Penning- 
ton Drive, Detroit 21, Mich. 

Agee, Douglas M., from Kansas City, Mo., to Morton, Texas 

Ames, Charles T., from 2900 S. E. Steele St., to 5218 S. E. 
95th Ave., Portland 66, Ore. 

Anaradian, Mitchell P., from 477 E. Third St., to 4777 E. 
Third St., Los Angeles-22, Calif. 

Angstadt, Homer B., Jr., from Largo, Fla., to 920 Broadway, 

Dunedin, Fla. 


Antonel, Lloyd B., from 1137 W. Latham, to 3012 W. Van 
Buren, Phoenix, Ariz. 

Appleyard, F. Douglas, from White Gates, to Hampshire 
House, W. Bay St., Nassau, Bahamas, B. W. I. 

Aratow, Arthur, from 12719 W. Washington Place, to 
13205 W. Washington Blvd., Los Angeles .66, Calif. 


Bailes, William W., from 1000 Montgomery St., to 8112 
White Settlement Road, Fort Worth 8, Texas 

Baker, B. B., from Los Angeles, Calif., to 3819 S. Madison 
Ave., Tulsa 14, Okla. 

Barnes, Frank A., from Downey, Calif., to 1212 Marlesta 
Road, Pinole, Calif. 


_ Bashner, Morton Herbert, from North Hollywood, Calif., 


to 13466 Osborne St., Pacoima, Calif. 

Bates, Darrell C., from Grand Rapids, Mich., to 9003 Kent- 
Kangley Road, Kent, Wash. 

Bear, Robert Souders, from Philadelphia, Pa., to 130 Long 
Lane, Upper Darby, Pa. 

Beavers, Robert L., from 545 N. San Gabriel Ave., to 210 
N. Citrus Ave., Azusa, Calif. 

Bellenson, Leonard Andrew, from 827 Los Angeles Ave., 

- to 1460 Los Angeles Ave., Simi, Calif. 

Bender, Charles R., from Fort Lauderdale, Fla., to 408 
Royal Ave., Camden 5, N. J. 

Benton, Charles A., from Tulsa, Okla., to St. Regis Osteo- 
pathic Clinic, Central and B St., S. W., Miami, Okla. 

Binder, Harry E., from Philadelphia, Pa., to 31 Koenig 
Road, Tonawanda, N. Y. 

Bishop, J. C., from Sioux Falls, S$. Dak., to Route 1, Hart- 
ford, S. Dak. 

Bobbitt, Roy L., from Midland, Texas, to 3414-B Avenue H, 
Lubbock, Texas 

Booher, Clarence L., from Gonzales, Texas, to Laughlin Hos- 
pital & Clinic, 711-15 W. Jefferson St., Kirksville, Mo. 

Boone, William R., from 3227 San Marcus, to 7805 Lake 
June Road, Dallas 17, Texas 

Brady, John T., from Normandy, Mo., to 6200 S. W. Hill- 
crest Drive, Oklahoma City 19, Okla. 

Bronstein, David, from 1829 N. Front St., to 122 Muench 
St., Harrisburg, Pa. 

Buckman, Philip E., from Linz, A/D, Austria, to 151 S. 
“E” St., Exeter, Calif. 

Buselmeier, Rudolph E., from 4410 30th St., to 412 Wash- 
ington St., San Diego 3, Calif. 


Cannane, Raymond J., from 125 N. Richview Ave., to 805 
Albert St., Youngstown 6, Ohio 

Carr, Herbert W., from Marlton, N. J., to Marlyn Manor 
‘Professional Bldg., Box 236, Rio unis N. J. 

Castroll, J. W., from Hebbronville, Texas, to Johnson City, 
Texas 

Cavanaugh, Richard J., Jr., from West Covina, Calif., to 
974 Gleneagles, Pomona, Calif. 

Cheney, Jerome F., from Denver, Colo., to 1506 Glen Ayr 
Drive, Lakewood 15, Colo. 

Choquette, A. A., from 815 S. Denver Ave., to 819 S. 
Denver Ave., Tulsa 19, Okla. 
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EVERYONE 
IS RE LI EVED soon after surgery or childbirth often 
prevents painful urinary retention; 
\ HE N therapeutically, ‘Urecholine’ 
Be, rapidly facilitates micturition, 
without subjecting the patient 


JRECHOLINE. 
RE PL ACES” 3 of catheterization. 
CATHETERIZATION 


q 
i 
Aa 
Ata 


AFTER SURGERY AND CHILDBIRTH 


URECHOLINE 


HELPS CONTROL URINARY RETENTION — 
PHYSIOLOGICALLY 


—‘Urecholine’ eliminates and therapet 

mn danger of infection use of “Urecholine’ saline 
which often follows available valuable nursing 
instrumentation. time for other purposes. 


supplied: 5 mg. and 10 mg. tablets, bottles of 100. I.cc. ampuls containing 5 mg. 
for additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


UPECHOLINE 18 A TRAQEMARK OF MERCK CO., (NC. 


MERCK SHARP & DOHME 
DIVISION OF MERCK, & CO., INc., PHILADELPHIA 1, PA. 
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A 
logical 
prescription for 
overweight patients 


anorectic-ataractic 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 


meprobamate plus d-amphetamine ...depresses 
appetite...elevates mood...eases tensions of 
dieting... without overstimulation, insomnia or 
barbiturate hangover. 


Dosage: One tablet one-half to one hour before each meal. 


BAMADEX 


Order... 


an osteopathic publication 


Written especially for the layman. 
HEALTH has proved to be an excel- 
lent public relations item. Used in your 
office or sent to friends, HEALTH 
shows the true scope and interests of 


the osteopathic profession. 


American Osteopathic Assn. 
212 E. Ohio St., Chicago 11, Illinois 


TWO NEW 1960 BOOKS! 


Loftus— Diagnosis in 
Clinical Psychiatry 


By THOMAS A. LOFTUS, M.D. 


Associate Professor of Clinical Psychiatry, The 
Jefferson Medical College, Philadelphia 

This book is a boon to every doctor who wants 
to know precisely how to handle patients in need 
of psychiatric understanding. The meaning of 
diagnosis, methods of conducting psychiatric con- 
sultations, exercises in diagnosis, psychotic be- 
havior, and the use of drugs are explained fully. 
Differential diagnosis is presented in tabular form. 
Self testing case histories are included. 


169 Pages. $5.00. 


New. 


Washington Square 
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LEA & FEBIGER 


Collins—Fundamentals of 
Nerve Blocking 


By VINCENT J. COLLINS, M.S., M.D. 


Associate Professor of Anesthesiology, 
New York University Medical Center 


With the Assistance of EMERY A. ROVENSTINE, M.D. 
Professor of Anesthesiology and Chairman of the 
Department, New York University Medical Center 


How to relieve pain by simple, easily applied 
nerve blocks is detailed in this new book of prin- 
ciples and technics. Pain of bursitis, neuralgias, 
malignancies, vascular diseases, tumors, visceral 
pain, even frostbite, asthma and shingles are but 
a few of the many conditions covered. 


New. 354 Pages. 144 Illustrations. 19 Tables. $9.50. 


Philadelphia 6, Pa. 
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HYDROCORTISONE 


TOPICALS 
economical 


maintenance therapy 
in atopic dermatoses 


Long-term use of topical steroids has 
real advantages in most eczematous ~ 
diseases; but this means daily applications 
for many weeks and ev; ymonths after 
visible signs of the disqase have 
disappeared.? The 0.25% ‘hydrocortisone 
topicals afford therapeutic effectiveness 
at a fraction of the cost? 


1.) Stoughton, R. B.: Report To The Council ; 
Steroid Therapy In Skin Disorders, J.A.M.A. 
170:1311-1315 uly 11) 1959. 2.) Goodman, 
: Concentration of Topical Medications Dis- 
sed in Eva Vehicles with Particulas 
ference to Hydrocortisone Alcohol, Clin. Med. 
6:781-784 (May) 1959. 


Ny, World Leader in Dermatologicals 
@ DOME CHEMICALS INC. 


New York / Los Angeles 
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CORT-DOME® 
(pH 4.6) 
0.25% micronized h 
alcohol in the exclusive ACID 
MANTLE® vehicle. 


™ 
NEO- CORT - DOME 
(pH 4.6) 
0.25% micronized hydrocortisone 
alcohol plus 5.0 mg./Gm. of neo- 
mycin sulfate in the exclusive ACID 
MANTLE vehicle, 


alcohol plus 3.0% Stiee carbonis 
detergens in the exclusive ACID 
MANTLE vehicle. 


CORT-QUIN™ 
(pH 4.5) 
0.25% micronized hydrocortisone 
alcohol plus 1.0% diiodohydroxy- 
quinoline in the exclusive ACID 
MANTLE vehicle. 


COR -TAR-QUIN™ 
(pH 5.0) 
0.25% micronized hydrocortisone 
alcohol plus 1.0% diiodohydroxy- 
— and 2.0% liquor carbonis 
etergens in the exclusive ACID 
MANTLE vehicle. 


he exclusive ACID MANTLE vehicle 


Available as CREMES in 1 oz. 
tubes, 4 oz. and 1 Ib. jars; and 


as LOTIONS in 4 fl. 02. bottles. 


These preparations are also 
available with higher 
cortisone concentrations, 
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For the patient: FREEDOM FROM PAIN 


Pyridium relieves pain, burning, urgency 
and frequency in 30 minutes. Unlike 
fixed urinary analgesic/antibacterial com- 
binations, Pyridium analgesia can be con- 
tinued as needed ...stopped...or resumed 
if pain occurs. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCI 
stops urinary pain in 30 minutes 


For the physician: FREEDOM OF CHOICE 
Freed from the restrictions of fixed anal- 
gesic/antibacterial combinations, the 
physician can choose the urinary antibac- 
terial most specific forthe infection. In 
making your choice of antibacterial, con- 
sider Mandelamine.® 


MORRIS PLAINS, N.J, 


PY-aP04 


PYRIDIUM PERMITS PRECISE 
PATHOGEN 


DELAMINE PROVIDES 
CONTROL WITHOUT 


As resistance develops to more and more antibacterials, many 
physicians choose Mandelamine as their antibacterial of ‘first 
choice in urinary infections. Mandelamine acts specifically in the 
urinary tract, and is effective against most urinary pathogens 
-. (including antibiotic-resistant Staph.). Resistant strains have 
~ not developed. Sensitization in any form.has not occurred, even 
after prolonged use...and Mandelamine is economical, too. 


MANDELAMINE 


ww,  Drand of methenamine mandelate 
the urine-specific antibacterial eit 
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— 
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tertiary-butylacetate, Merck) 


for relief that lasts — longer 


Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
steroid ester 


(6 days—37.5 mg.) 


Hydrocortisone Acetate 


Prednisolone Acetate 


HYDELTRA-T.B.A. 


A-180 


DOSAGE: the usual intra-articular, intra-bursal 

or soft tissue dose ranges from 20 to 30 mg. 

depending on location and extent of pathology. 

SUPPLIED: Suspension ‘HyDELTRA’-T.B.A. 20 

mg./cc. of tertiary-butylacetate, 


in 5-ce. via! 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. Inc. 
PHILADELPHIA 3, PA. 


(Prednisclone 

8 
(8 days—20 mg.) 
— s 
3 oly 
(13.2 days—20 mg.) 
3 8 © 7 © 10 82 83 55 DAYS 
a 


strains 


STREPTOKINASE-STREPTODORNASE LEDERLE 


tablets 
can makea 
difference 
your patient/ 
reduce recovery 
time/add 


comtort 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qua 
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timed-release tablets ff suspension 


Each Tussagesic timed-release Tablet 


provides: 

TRIAMINIC® .....+.e - 50mg. 
DORMETHAN (brand of dextromethorphan HBr), , 30 mg. 
TERPIN HYDRATE ......-e««. 180 mg. 


Dosage: Adults and children over 12 — one 
tablet in the morning, midafternoon and at 
bedtime. Each tablet should be swallowed 
whole to preserve the timed-release action. 


TRADEMARK 


Each tsp. (5 ml.) of Tussagesic Suspension 


provides: 

DORMETHAN (brand of dextromethorphan HBr). . 15 mg. 
TERPIN HYDRATE ......... 90 mg. 


Tussagesic Suspension is especially suited 
for children and for adults who prefer liquid 
medication; it is pleasantly flavored, non- 
narcotic and non-alcoholic. 


Dosage (to be taken every 3 or 4 hours): 
Adults and children over 12—1 or 2 tsp.; 
Children 6 to 12—1 tsp.; Children 1 to 6— 
% tsp.; Children under 1 — % tsp. 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 


j yr relief from the total cold syndrome.. 
| INS prompt 
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hematoma 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


and 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ RRS 


t antihistaminic—relieves nasal stuffi- 


eezing. lacrimatioa, itching, and 


stion 


~ 
expectora -liquefy and loo 
nucu he lear the respirators 


each ¢ contributes to efficacy of 
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cats are so you can have kittens 


Redisol (Cyanocobalamin, crystalline vitamin Biz) often stimulates children’s appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 mcg. per cc., 10-ce. vials and 1000 meg. per cc. in 1, 5 and 10-ce. vials). 


Drawings reproduced from “A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


@ep merck SHARP & DOHME, DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 
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Armour 
Pharmaceutical Company 
extends its thanks 
to the profession 


In the several months since the introduc- 
tion of our new enteric-protected anti-in- 
flammatory enzyme tablet, Chymoral, we 
have received some very encouraging com- 


ments from the profession regarding its 


clinical success in the enzymatic manage- 
ment of inflammatory processes. We would 
like to extend our thanks to those who 
have already used and commented on 
Chymoral. Since we are deeply interested 


in extending our knowledge of the thera- 


peutic range of this new product, we will 
welcome any further comments you may 
want to make. To those who have not yet 
used Chymoral, we extend an offer to give 
it a therapeutic trial. 


The therapeutic and prophylactic effects 
of Chymoral include anti-inflammatory, 
antiedematous and mucolytic activ- 
ities. It liquefies thick secretions in 


bronchitis and in asthma with bronchi- 
tis; eases the racking cough of emphysema 
and increases elimination of bronchial 
secretion; cuts healing time in accidental 
or surgical trauma; is a useful adjunctive 
therapy in inflammatory dermatoses; en- 
courages healing in gynecologic conditions; 
reduces pain and swelling and thus pro- 
motes faster healing in urologic conditions; 
and reduces the extent of inflammatory 
changes in ophthalmic and otorhinolaryn- 
gic conditions. 


We are very pleased indeed that the prod- 
uct has found a useful place in the range 
of therapeutic tools available to the doctor 
for management of the inflammatory proc- 
ess. Armour feels that enzymes are a new 
and exciting development in anti-inflam- 
matory therapy; one which may well carry 
chemotherapeutics forward a long step. 


Robert A. Hardt 
President 


| 1, Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical 
H Studies with an Oral Anti-inflammatory Enzyme Preparation. Clin. 

Med. 7:519, 1960. 2. Billow, B. W.; Cabodeville, A. M.; Stern, A.; Palm, 
| A.; Robinson, M., and Paley, S. S.: Clinical Experience with an Oral 


Anti-inflammatory Enzyme for Intestinal Absorption. Southwestern 
Med. 47:286, 1960.3. Teitel, L. H.; Seigel, S. J.; Tendler, J.; Reiser, P., 
and Harris, S. B.: Clinical Observations with Chymotrypsin in 306 
Patients. Indust. Med. & Surg. 29:150, 1960. 4. Clinical Reports to the 
Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. 
J., and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society 
(March) 1960. 6. Taub, S. J.: Paper presented Annual Meeting Pi 
Lambda Kappa Medical Fraternity, Miami, Florida (March) 1960, 


©1960, A, P. Co, 


A\ ARMOUR PHARMACEUTICAL COMPANY e KANKAKEE, ILLINOIS 
Armour Means Protection 


@ In treating refractory, chronic conditions, 
VARIDASE therapy gives added impetus to 
recovery. In common, self-limiting conditions, 
VARIDASE provides an easier convalescence 
with faster return to constructive living. This 
can be of major importance even to the pa- 
tient with a “minor” condition. ¢ VARIDASE 
Buccal Tablets are indicated to control in- 
flammation following trauma or surgical 
procedures, and in suppurative or inflamma- 
tory lesions of subcutaneous and deep tissues. 


allyoucan 
local 


‘‘Normal”’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery—put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t federte ) 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


e Precautions: VARIDASE has no adverse 
effect on normal blood clotting. Care should be 
taken in patients on anticoagulants or with a defi- 
cient coagulation mechanism. When infection is 
present, VARIDASE Buccal Tablets should be 
given in conjunction with antibiotics. 

® Dosage: One buccal tablet four times daily 
usually for five days. To facilitate absorption, 
patient should delay swallowing saliva. 

© Supplied: Each tablet contains 10,000 Units 
Streptokinase, 2,500 Units Streptodornase. Boxes 
of 24 and 100 Tablets. 
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the 
switch 
that 


STOPS 


the 
itch: 


FROM harsh, irritant toilet paper 


TO gentle, soothing 


TUCKS 


~soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerin (10%), pH 4.6 


Routine use of moist, antipruritic TUCKS after 
defecation improves many intractable cases of 
pruritus ani and is a valuable adjunct to specific 
therapy. In milder cases, regular cleansing with 
TUCKS is often curative. 


Try TUCKS ... for your next pruritus patient. 
- Jars of 40 and 100. 


Please send me a sample supply of TUCKS. 


2: oO. 


Address. 


Clem, Milton D., from Santa Ana, Calif., to 12751 Annette 
Circle, Garden Grove, Calif. 
Coan, Paul J., from Farmington, Mo., to Stadt Krankenan- 
stalten, Chirurgische Klinik, Ulm, Donau, Germany 
Colby, Archie R., from 1222% Lapeer, to 1200 Gratiot Ave,, 
Saginaw, Mich. 

Conklin, Jan Kimble, from Binghamton, N. Y., to 1921 
Grand Ave., Dayton 7, Ohio 

Conn, Bernard L., from Detroit, Mich., to 37102 Groesbeck 
Highway, Mount Clemens, Mich. 

Conrad, Edgar D., from 1000 Montgomery St., to 701 S. 
Cherry Lane, Fort Worth 8, Texas 

Conrad, Emest C., from 128 W. Main St., to 126 W. Main 
St., Box 595, Antlers, Okla. 

Cox, John W., from Box 71, to Box 98, Kinsman, Ohio 

Cribbs, William D., from Dayton, Ohio, to Black Lick, Pa. 

Culver, Robert E., from Sandusky, Ohio, to 5850 Corduroy 
Road, Oregon 18, Ohio 

Curley, John B., from Cuyahoga Falls, Ohio, to 9130 Mount 
Vernon Drive, Streetsboro, Ohio, (P. O. Kent, Ohio) 


Davis, Kathleen Norris, from Lakeside, Calif. to 8601 State 
St., South Gate, Calif. 

De Angelis, John, Jr., from Glendale, Calif., to 3908 Beverly 
Blvd., Los Angeles 4, Calif. 

Desio, Francis J., from 511 S. Workman St., to 105 East 
Ave., N., Lyons, Kans. 

Dewberry, Robert W., from Glendale, Calif., to 2500 
Glendale Blvd., Los Angeles 39, Calif. 

Doll, Thomas J., from 128 N. Ross St., to 406 S. Ross St., 
Beaverton, Mich. 

Donofrio, David J., from Los Angeles, Calif., to 2025 N. 
Broadway, Santa Ana, Calif. 

Dunbar, Lloyd A., from Piney View, W. Va., to 803 Johns- 
town Road, Beckley, W. Va. 

Dunbar, Russell E., from Piney View, W. Va., to 803 Johns- 
town Road, Beckley, W. Va. 

Dunbar, Willo V., from Piney View, W. Va., to 803 Johns- 
town Road, Beckley, W. Va. 

Duncombe, David S., from Flint, Mich., to Marilyn Memo- 
rial Osteopathic Hospital, Au Gres, Mich. 

Edmiston, T. Burton, from 486 Hamilton Ave., to 447 
Leland Ave., Palo Alto, Calif. 

Edwards, Rudolph H., from Tulsa, Okla., to Adrian Hos- 
pital, Adrian, Ga. 

Eisenstein, Ben E., from 20915 Sherman Way, to 20851 
Roscoe Blvd., Canoga Park, Calif. 

Ellis, Glenn R., from Crane, Mo., to 1284 Diamond Ave., 
North Sacramento 15, Calif. 

Eng, Elsie J., from 5435 Woodward Ave., to Detroit 
Osteopathic Hospital, 12523 Third Ave., Detroit 3, 
Mich. 

Evans, Richard E., from 405 Grand Ave., to 4232 Pennlyn 
Ave., Dayton 26, Ohio 

Farmer, Edward K., from Des Moines, Iowa, to 607 Char- 
tiers Ave., MeKees Rocks, Pa. 

Finnell, Charles F., from Prudenville, Mich., to 1254 N. 
Main St., Lapeer, Mich. 

Fite, James E., from 3301 55th St., to 1726 Parkway Drive, 
Lubbock, Texas 

Ford, Paul A., from 6019 Atlantic Ave., to 7151 Olive Ave., 
Long Beach 5, Calif. 

Foreit, Claude, from Chicago, Ill., to 3831 Hohman Ave., 
Hammond, Ind. 

Fralick, George E., from Alhambra, Calif., to 18024 S. E. 
Harrison, Portland 33, Ore. 

Franciosi, Ralph V., from Allentown, Pa., to Hospital of 
Philadelphia College of Osteopathy, 48th & Spruce Sts., 
Philadelphia 39, Pa. 

Freedman, J. Barton, from New York, N. Y., to 734 Kelly 
St., Bronx 55, N. Y. 

Fries, Robert Heaton, from La Puente, Calif., to 3338 
Huntington Blvd., Fresno 2, Calif. 
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Fry, Robinson G., from 1736 Hamilton St., to 1319 Hamilton 
St., Allentown, Pa. 

Fung, Walter, from 2715 E. Saginaw Way, to 1324 E. 
Harvard Ave., Fresno 4, Calif. 


Gash, Robert Pollock, from 50 N. Perry St., to 106 W. 
Montcalm St., Pontiac, Mich. 

Gaul, John W., from Opa Locka, Fla., to 733 Buena Vista, 
Ormond Beach, Fla. 

Giese, William J., Jr., from 343 E. 23rd St., to 3205 Green- 
garden Blvd., Erie, Pa. 

Glazer, Martin, from 5507 Pershing Ave., to 8321 N. Broad- 
way, St. Louis 15, Mo. 

Glew, Eugene L., from 4280 Melrose Ave., to 1155 N. 
Vermont Ave., Los Angeles 29, Calif. 

Goff, William H., from 80 N. 20th St., to 1544 W. Michigan 
Ave., Battle Creek, Mich. 

Goldman, Donald J., from Philadelphia, Pa., to 1 March- 
mont Lane, Levittown, N. J. 

Goldman, Erwin C., from Downey, Calif., to 3410 Club 
Drive, Los Angeles 64, Calif. 

Goloff, Edward B., from Atlantic City, N. J., to 418 South 
Shore Road, Absecon, N. J. 
Gordon, Richard B., from Boston, Mass., to Parkwood 
Courts, Inc., U. S. Highway 301, Statesboro, Ga. 
Gottlieb, Alvin M., from Beverly Hills, Calif., to 2625-D 
Pine Place, South Gate, Calif. 

Grant, Watson L., from Detroit, Mich., to 129 Vermont 
Ave., New Port Richey, Fla. 

Greenwasser, Ralph H., from Miami, Fla., to 3389 W. 
Broward Blvd., Fort Lauderdale, Fla. 

Greiner, Robert W., from Wyandotte, Mich., to 29015 
Gilbralter Road, Flat Rock, Mich. 

Groom, Mary Joy, from Kansas City, Mo., to. 9008 East 
Highway 50, Laura Heights, Raytown, Mo. 

Grubin, Martin J., from Los Angeles, Calif., to 8650 E. 
Fifth St., Downey, Calif. 

Guerra, Richard, from Los Angeles, Calif., to 684 Ackley 
St., Monterey Park, Calif. 


Hamilton, Robert L., from Box B, to Box 267, Mabank, 
Texas 

Harper, Ray H., from El Paso, Texas, to 4906 Rigsby Ave., 
San Antonio 10, Texas 

Harrington, Donald P., from Dearborn, Mich., to 116 S. 
Almont St., Imlay City, Mich. 

Hart, Richard A., from Arcadia, Calif., to 9415 Las Tunas 
Drive, Temple City, Calif. 

Hartman, Gilbert C., from Worth, Ill., to 357 Hollywood 
Ave., Cuyahoga Falls, Ohio 

Heagen, Eugene R., from Detroit, Mich., to Riverside 
Osteopathic Hospital, 165 George St., Trenton, Mich. 

Helak, Henry J., from Kirksville, Mo., to Box 636, Mullens, 
W. Va. 

Helton, C. R., from 3838 N. Campbell Ave., to 342 W. 
Ajo Way, Tucson, Ariz. 

Higger, Louis, from Los Angeles, Calif., to 790 S. Atlantic 
Blvd., Monterey Park, Calif. 

Hill, James R., from York, Pa., to 7402 Maple Drive, Des 
Moines 17, Iowa 

Hillyard, William Taylor, from 1950 W. Indian School 
Road, to 4150 N. 19th Ave., Phoenix, Ariz. 

Hole, William N., from Wyandotte, Mich., to 15050 S. 
Telegraph Road, Taylor, Mich. 

Holmberg, James M., from Second and Market Sts., to 103 
McKissock St., Holden, Mo. 

Hombs, Addison, from Kirksville, Mo., to 8027 N. 55th 
Lane, Glendale, Ariz. 

Hospers, William D., from Milwaukee, Wis., to Art Centre 
Hospital, 5435 Woodward Ave., Detroit 2, Mich. 
Hughes, Raymond R., from Fort Worth, Texas, to 4206 

Ayers St., Corpus Christi, Texas 
Hull, Keith L., from Nevada, Iowa, to 73 S. 20th St., Battle 
Creek, Mich. 
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Cambridge 


AUDIO-VISUAL heart sound RECORDER 


Dil vsnideaticttie of course, 1 plus 1 does not equal 
three, but the Cambridge Audio-Visual Heart Sound 
Recorder makes a seeming paradox — true! The 
simultaneous, instantaneous viewing and hearing of 
the heart sounds give more than the simple sum of 
the two... they provide the plus factor! 

With this most versatile instrument, the Doctor 
hears the heart sounds faithfully reproduced through 
binaural ear phones while viewing the pattern on 
the long persistence screen of a cathode ray tube. 

Any portion of the heart sounds may be perma- 
nently recorded upon thin magnetic discs. These 
paper-thin but durable records may be filed as part 
of a patient’s history or mailed for consultation. 
They may be “played back” (both heard and viewed) 
for study or for consultation. 


CAMBRIDGE SIMPLI-SCRIBE 
DIRECT WRITING 
ELECTROCARDIOGRAPH 


Provides the Cardiologist, Clinic 
or Hospital with a portable di- 
rect writing Electrocardiograph 
of utmost usefulness and accur- 
acy. Size 10%” x 10%” x 11”. 
Weighs 28 pounds with all 
accessories. 


Send for Bulletin #185 
CAMBRIDGE INSTRUMENT CO., Inc. 
Graybar Bidg., 420 Lexington Ave., New York 17, N. Y. 
Oak Park, IIl., 6605 West North Avenue 
Cleveland 2, Ohio, 8419 Lake Avenue 
Detroit 37, Mich., 13730 W. Eight Mile Rd. 


Jenkintown, Pa., 479 Old York Road 
Siiver Spring, Md., 933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 


CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS 
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protection 
against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 


| PARKE-DAVIS | 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


Jamieson, Austin L., from Tulsa, Okla., to 301 W. Grand 
Ave., Haysville, Kans. 


Kaplan, Louis M., from Sturgis, S. Dak., to 29 N. Fifth St., 
Custer, S. Dak. 

Katz, Leonard, from 20915 Sherman Way, to 20851 Roscoe 
Blvd., Canoga Park, Calif. 

Kay, Donald L., from Detroit, Mich., to 716 Sandahl Ave., 
Des Moines 16, Iowa 

Keating, Ralph, Jr., from Dayton, Ohio, to 1745 Broad St., 
Cranston 5, R. I. 
Kellam, David A., from Detroit, Mich., to Orlando Osteo- 
pathic Hospital, 603 Hillcrest Ave., Orlando, Fla. 
Kemeny, Stuart, from Santa Monica, Calif., to 4476 Cren- 
shaw Blvd., Los Angeles 43, Calif. 

Ketner, Donald W., from 12523 Third Ave., to 2673 W. 
Grand Blvd., Detroit 8, Mich. 

Key, Edwin A., from Joplin, Mo., to Box 268, Webb 
City, Mo. 

Kirk, Elisha T., from Route 2, Box 274, to 801 N. Swan 
Road, Tucson, Ariz. 

Kraus, Leon, from Manhattan Beach, Calif., to 10128 E. 
Rosecrans Ave., Bellflower, Calif. 

Kuehn, Herman P., from 4507 Wisner Drive, to 3122 Clio 
Road, Flint 4, Mich. 


Lane, Robert E., from Cleveland, Ohio, to 1809 Pine 
Hollow Road, McKees Rocks, Pa. 

Larson, Robert W., from Sac City, Iowa, to Box 287, 
Roland, Iowa 

Lash, John W., from 620 E. Market St., to 24 S. Canton 
Road, Akron 12, Ohio 

Lebowitz, Allen G., from Lancaster, Pa., to 100 Center St., 
Waverly, N. Y. 

Leslie, Henry E., from 3736 N. Saginaw St., to 5204 
Davison Road, Flint 6, Mich. 

Lichty, Harry A., from Pontiac, Mich., to 212 E. Ohio St., 
Chicago 11, Ill. 

Long, John W., from 310% River St., to 215 Maple St., 
Manistee, Mich. 


MacCracken, Betsy B., from 1721 Griffin Ave., to 2270 
Silver Lake Blvd., Los Angeles 39, Calif. 

Mahoney, Kenneth J., from South Portland, Maine, to 1104 
Brighton Ave., Portland, Maine 

Martin, Charles G., from 18 Dartmouth St., to 166 Pleasant 
Ave., Portland, Maine 

Mazzola, Gus J., from Dayton, Ohio, to 241 Crooks Ave., 
Clifton, N. J. 

McClimans, Gordon A., from Flint, Mich., to 11611 W. 
Hardy St., Houston 22, Texas 

McCurdy, Julius R., Jr., from Mount Clemens, Mich., to 
South Bend Osteopathic Hospital, 2515 E. Jefferson 
Blvd., South Bend 15, Ind. 

McDaniel, T. C., from New Lexington, Ohio, to Kenwood 
Lanes Bldg., 7848 Kenwood Road, Cincinnati 36, Ohio 

McLamb, Frank A., from 7728 Long Point Road, to 7709 
Long Point Road, Houston 24, Texas 

Mekjian, Jack, from Miami, Fla., to 14310 N. W. 22nd 
Ave., Opa Locka, Fla. 

Meltz, Fred, from 2791 Alvingroom Court, to 258 E. 18th 
St., Oakland 6, Calif. 

Mihalich, Stephen P., from Birmingham, Mich., to 5075 
Midmoor, Bloomfield Hills, Mich. 

Miller, Edward John, from San Gabriel, Calif., to 1451 E. 
Main St., Ventura, Calif. 

Millman, Julian D., from Philadelphia, Pa., to 98 Sheffield 
Drive, Levittown, N. J. 

Molisky, Albert, from 570 Main St., to 748 Main St., 
Follansbee, W. Va. ; 
Montgomery, James C., from 1221 Wilson St., to 2234 

Nederland Ave., Port Neches, Texas 
Mooney, W. T., from Miami, Fla., to 4440 N. Andrews 
Ave., Fort Lauderdale, Fla. 
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Moss, Glenn, from 21310 Ladeene, to 542 E. Carson St., 
Torrance, 
_— James E., from Louisville, Ohio, to 2801 Norwood 
Cuyahoga Falls, Ohio 
“eg ’ William John, from Detroit, Mich., to 913 State 
St., Bay City, Mich. 


Neece, Clastine C., from 1474 S. Missouri Ave., to 1251 
Belleair Road, Clearwater, Fla. 

Nelson, Orman, from Des Moines, Iowa, to Redfield, Iowa 

Newberry, Frederick M., from 4244 Livernois Ave., to 
2961 Calvert, Detroit 6, Mich. 

Nichols, Arthur E., from Aurora, Colo., to 980 S. Fulton, 
Denver 22, Colo. 

Nordell, Clarence A., from 1630 Fifth Ave., to 1854 25th 
Avenue Court, Moline, IIl. 

Norris, Theodore, from Prairie Village, Kans., to 314 Main 
St., Belton, Mo. 

Noyes, Willard L., from Macungie, Pa., to Thompson, Pa. 

Nulf, Thomas H., from Fort Worth, Texas, to 438 Mohawk, 
Dearborn, Mich. 

Nunn, Douglas A., from 3la King William St., to 15 
Franklin St., Adelaide, South Australia 

Nunn, Ella S., from 3la King William St., to 15 Franklin 
St., Adelaide, South Australia 

Nunn, Leslie I., from 3la King William St., to 15 Franklin 
St., Adelaide, South Australia 


Olson, Lyle C., from Wyandotte, Mich., to 2142 West 
Read, Trenton, Mich. 

O’Meara, Terence Calvin, from San Pablo, Calif., to 2830 
Pinole Valley Road, Pinole, Calif. 


Peak, James W., from Grand Junction, Colo., to 447 N. 
Third St., Montrose, Colo. 

Podolak, Gerald, from Detroit, Mich., to Flint Osteopathic 
Hospital, 416 W. Fourth Ave., Flint 3, Mich. 

Ponek, Benjamin, from Linesville, Pa., to 615 “N” St., 
Sanger, Calif. 

Pulker, John H., from Flint, Mich., to 14127 Berwick, 
Livonia, Mich. 


Quinn, Philip, from York, Pa., to Walnut St., Reedsville, Pa. 


Rambo, Wilfred S., Jr., from 292 State St., to James A. 
Taylor Osteopathic Hospital, Stillwater Ave., Bangor, 
Maine 

Raskin, Martin B., from Albertson, N. Y., to 907 St. Marks 
Ave., Brooklyn 13, N. Y. 

Rasmus, Charles H., from Detroit, Mich., to 309 N. Gratiot 
Ave., Mount Clemens, Mich. 

Reier, Milton, from 1027 W. 102nd St., to 6446 Santa 
Monica Blvd., Los Angeles 38, Calif. 

Reno, Gordon E., from 1045 Cathedral Way, to 304 W. 
Orange Grove Ave., Pomona, Calif. 

Rheinfrank, Robert E., from 815 S. Denver Ave., to 819 S. 
Denver Ave., Tulsa 19, Okla. 

Rogers, John C., from West Roxbury, Mass., to 60 Fisher 
Ave., Newton Highlands 61, Mass. 

Rose, Donald Harold, from Des Moines, Iowa, to 2844 
Muscupiabe Drive, San Bernardino, Calif. 

Rosenberg, Harold, from 411 West End Ave., to 270 West 
End Ave., New York 23, N. Y. 

Rubin, George S., from 165 Patchen Ave., to 143 Patchen 
Ave., Brooklyn 21, N. Y. 

Russo, Daniel L., from 101 W. Ajo Way, to 1204 W. St. 
Marys Road, Tucson, Ariz. 


Salkind, Henry, from Youngstown, Ohio, to 306 Dollar 
Title Bldg., Sharon, Pa. 

Samblanet, H. Louis, from Canton, Ohio, to 2742 N. 
O’Connor Road, Irving, Texas 

Saunders, Kenneth, from Long Beach, Calif., to 5718 Holly- 
wood Blvd., Hollywood 28, Calif. 
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help make 
the years of maturity 
years of health... 


comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 

« 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 

+ protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 
Packaging: e.pec Kapseals are available in bottles of 100. 


— 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


A-193 


i} 
‘ 
i 
j 
i 


A 


Hydroflumethiazide + Reserpine + Protoveratrine A 


An integrated multi-therapeutic 


antihypertensive, that combines in balanced pro- 


In each SALUTENSIN Tablet: portions three clinically proven antihypertensives. 
Saluron® (hydroflumethiazide ) — 4 

a saluretic-antihypertensive 50 mg. Comprehensive information on dosage and precautions 
Reserpine —a tranquilizing drug with 

peripheral vasorelaxant effects .........ssssseseeees 0.125 mg. in official package circular or available on request. ; 


Protoveratrine A—a centrally mediated 
vasorelaxant 0.2mg. BRISTOL LABORATORIES ¢ Syracuse, New York 
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Scheiner, Norman, from Harrisburg, Pa., to 72 Barnyard 
Lane, Levittown, N. Y. 

Schildberg, Warren L., from Norwayne, Mich., to 2134 
Elbridge Ave., Wayne, Mich. 

Schmidt, Stephen J., from Los Angeles, Calif., to 2121 
Waterford Road, North Sacramento 15, Calif. 

Schneiderman, Marcia Jean, from Kirksville, Mo., to 4341 
Westridge Ave., Fort Worth 16, Texas 

Schnellbacher, Emil E., from 15050 S. Telegraph Road, 
to 22640 Goddard Road, Taylor, Mich. 

Schultz, Joseph J., from 4053 S. Staples, to 4402 Prescott 
St., Corpus Christi, Texas 

Schwartz, Ralph, from Bridgeton, N. J., to 21380 Greenfield, 
Oak Park 37, Mich. 

Setnar, Milton I., from Buffalo, N. Y., to Doctors Hospital, 
1087 Dennison Ave., Columbus 1, Ohio 

Pea Leo, from Fresno, Calif., to Box 7, Mendota, 
Calif. 

Silverton, Allan G., from Grand Rapids, Mich., to 3021 
Begole St., Flint 4, Mich. 

Skinker, Thomas M., from Gibralter, Mich., to 101 W. Ajo 
Way, Tucson, Ariz. 

Smith, William L., from Warrensville Heights; Ohio, to 
2686 Stillwagon Road, Warren, Ohio 

Sorensen, Eugene R., from North Sacramento, Calif., to 
Dixon, Ky. 

Sparti, Frank J., from 1264 W. Flagler St., to 1205 W. 
Flagler St., Miami 35, Fla. 

Spiro, James H., from 1100 E. Lycoming St., to 1136 Long- 
shore Ave., Philadelphia 11, Pa. 

Stanzler, Jack Arthur, from 416 W. Fourth Ave., to 422 W. 
Fourth Ave., Flint 3, Mich. 

Stevens, C. Burton, from Detroit, Mich., to 10015 LaSalle 
Blvd., Huntington Woods, Mich. 

Stevenson, George W., Jr., from Hustisford, Wis., to 200 S. 
Main St., Reeseville, Wis. 

Stonecipher, William C., from 1950 W. Indian School Road, 
to 100 W. Osborn Road, Phoenix, Ariz. 

Sundberg, E. O., from 183% Metcalfe St., to 399 Nelson St., 
Ottawa, Ont., Canada 

Sussman, William L., from 5712 Fallsgrove St., to 4471 
Don Tomaso Drive, Los Angeles 8, Calif. 

Swayze, David W., from Clare, Mich., to Almont, Mich. 

Sweeney, Walter Lee, from Salem, Ohio, to 301 W. Grand 
Ave., Haysville, Kans. 

Swoger, Robert J., from 217 N. Vine St., to 117 W. Market 
St., Orrville, Ohio 


Tarangle, Steven G., from Stockton, Calif., to Box 627, 
Loma Linda, Calif. 

Thomas, Charles E., from Columbus, Ohio, to 15941 
Kramer, Detroit 28, Mich. . 

Thome, Donald H., from Mount Joy, Pa., to 202 W. High 
St., Manheim, Pa. 


Vinson, Jack R., from Midland, Texas, to 120 Avenue “C”, 
Muleshoe, Texas 


Wagner, William C., from Detroit, Mich., to 631 W. 13th 
St., Traverse City, Mich. 

Wallace, James H., from 512 First Ave., S. W., to 11983 
Indian Rocks Road, Largo, Fla. 

Waronker, Alan D., from Moorestown, N. J., to 2418 New 
Albany Road, Riverton, N. J. 

Weathers, William A., from Liberator Clinic, to 4621 Ben- 
brook Highway, Fort Worth 16, Texas . 

Weghorst, James L., from Los Angeles, Calif., to 11200 
Canby Ave., Northridge, Calif. 

Weinstein, S. Alan, from Atlantic City, N. J., to 40 Bushnell 
Road, Sayre Woods, S., Old Bridge, N. J. 

Weiss, a Detroit, Mich., to Box 36455, Los Angeles 
36, 
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new fall releases 


from 
LIPPINCOTT 


CARE OF THE WELL BABY 


By Kenneth S. Shepard, M.D., Director of Well Baby 
Clinics, Northwestern Medical School, Chicago. 


A handbook for the young doctor who wants to 
give the best possible care to the infant from 
birth through the all-important first.two years 
of life. It is a distillation of experience gained 
through contacts with many hundreds of 
mothers and their babies, and an outline of a 
regimen that has evolved through being con- 
stantly ready to modify or abandon even the 
most cherished dictums and theses when scien- 
tific advance has shown a better way. It is a 
book to give confidence and to help the physi- 
cian to recognize the subtle variations of the 
normal which might otherwise be construed as 
being abnormal. 224 Pages. 31 Illustrations. 


Paperbound. NEW, 1960. ............. $3.25 


DIABETIC CARE IN PICTURES 


Simplified Statements with Illustrations Prepared for the 
Use of the Patient. 

By Helen Rosenthal, B.S., and Joseph Rosenthal, M.D. 
Profusely illustrated, authoritative, step-by- 
step information to supplement the doctor’s 
advice to the diabetic patient and enable him 
to achieve successful treatment. Covers: the 
diet; the various kinds of insulin, its measure- 
ment and the technic of injection; insulin re- 
actions; diabetic acidosis and coma; the blood 
and urine tests; hygiene and the care of the 
body, especially the feet; and present-day opin- 
ions concerning personal and social factors in- 
cluding marriage and pregnancy. 237 Pages. 
125 Figures, Plus 22 Tables and 12 Color 


Plates. NEW 8rd Edition, 1960 ........ $4.50 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me: 

CARE OF THE WELL BABY ....... $3.25 
DIABETIC CARE IN PICTURES ........... $4.50 
(0 Charge and Bill Me Later : 

Payment Enclosed 
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anorectic-ataractic 


AD E 


FOR THERAPY 
OF OVERWEIGHT PATIENTS 


= d-amphetamine depresses appetite and elevates mood 


meprobamate 400 Mg., With 


= meprobamate eases tensions of dieting (yet without 
overstimulation, insomnia or barbiturate hangover). 


Dosage: One tablet one-half to one hour before each meal. 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


YOUNG'S 
‘RECTAL 


For Rectal and Vaginal Use 


Rectally For: Gently stretch tight, spas- 
@ Spastic Constipation tic, or hypertrophic sphinc- 
© Anal Stricture... Prolapse ters. Help train defecation 
© Post-hemorrhoidectomy reflex, reduce tonus, induce 
© Post-fistulectomy mild peristalsis. In gradu- 


Vaginally For: ated sizes for progressive 
© Dysporeunia therapy. Infants: in flex- 
© Vaginismus ible rubber. Children and 
©® Perineal Repair Adults: in bakelite. 


Send for Literature 


F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago 17, Il. 


A-1% 


White, John W., from 108 N. Main St., to White Clinic, 
217 E. Brooks St., Brookfield, Mo. 

Wible, John R., from El Monte, Calif., to 15033 Alondra, 
La Mirada, Calif. 
Willoughby, Thomas Marsh, from Estancia, N. Mex., to 
2312 Isleta Blvd., S. W., Albuquerque, N. Mex. 
Wills, Lawrence A., from 4908 Borden Drive, to 3312 E. 
Belknap Ave., Fort Worth 11, Texas 

Wilson, Cleo David, from Excelsior Springs, Mo., to Box 
167, Bucklin, Mo. 

Wiznak, Michael P., from 28411 Harper Ave., to 27500 
Harper Ave., St. Clair Shores, Mich. 

Woodman, William G., from 4430 Vineland Ave., to 3620 
Wrightwood Drive, North Hollywood, Calif. 

Woodruff, James J., from Bay Village, Ohio, to 213 W. 
Pierce St., Box 603, Kirksville, Mo. 


Yeo, Leo G., from 604 N. Manhattan, to 1205 Bluemont, 
Manhattan, Kans. 

Ying, Lloyd, from Livonia, Mich., to 3624 S. Wayne Road, 
Wayne, Mich. 

Yurick, Elias Ivan, from Pierson, Iowa, to 841 E. Diamond 
Ave., Hazleton, Pa. 


Zirpolo, Michael A., from 1940 El Cajon Blvd., to 316B 
25th St., San Diego 2, Calif. 


Applications for membership 


CALIFORNIA 

Mason, Elmer J., (Renewal) 305 Wool St., Folsom 

Bartosh, Louis H., (Renewal) 642 N. Larchmont Blvd., 
Los Angeles 4 

Redmond, Bruce N., (Renewal) 18404 Westwood Blvd., 
Los Angeles 25 

Wilson, William D., (Renewal) 10565 Mills Ave., Montclair 

Carson, Alfred Blackburn, (Renewal) 524 Middlefield Road, 
Palo Alto 

Combs, Robert C., (Renewal) 1410 N. Garey Ave., Pomona 

Olmsted, Clarkson N., (Renewal) 166 Geary St., San Fran- 
cisco 8 

Myatt, John P., (Renewal) 8533 Colima Road, Whittier 


FLORIDA 
Mabrey, Raymond B., (Renewal) Box 497, Apalachicola 


MISSOURI 
Rosenberg, Paul R., (Renewal) 9302-04 Gravois Ave., 
Affton 23 
Green, Paul H., (Renewal) 203 S. Lexington St., Har- 
risonville 


OHIO 
Franklin, B. L., (Renewal) Campbell 
Griswold, Ray A., (Renewal) 230 W. Main St., Mechanics- 
burg 


OKLAHOMA 
Baum, J. E., (Renewal) 107 N. Main St., Tonkawa 


PENNSYLVANIA 
Blakeslee, Colson E., (Renewal) 116 W. Long Ave., Du Bois 
Biddleston, Lyle A., (Renewal) 334 Main St., Greenville 
Pearlstein, Irvin A., (Renewal) 1930 Chestnut St., Philadel- 
phia 3 


WISCONSIN 
Klostermann, Gilbert C., (Renewal) Box 101, Fairwater 


ONTARIO, CANADA 


Moy _ ...elvin E., (Renewal) 15 King St., W., Hamilton 
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approach 


pHisoHex and 
pHisoAc Cream 


“‘No patient failed to improve’! when 
pHisoHex (containing 3 per cent 
hexachlorophene) was added as the 
antibacterial wash to the standard treatment 
for acne. pHisoHex provides not only 
superior cleansing but also continuous 
antibacterial action for patients with acne. 
Now, with new pHisoAc keratolytic cream 
the management of patients with acne is 
simplified and even more effective. pHisoAc 
is applied topically once or twice daily to 
suppress and mask lesions and to dry, peel 
and degerm the skin. When used together, 
pHisoHex and pHisoAc are a potent 
complementary combination against acne. 


LABORATORIES 
New York 18, N. Y. 
1. Hodges, F.T.: GP 14:86, Nov., 1956. 
pHisoHex and pHisoAc, trademarks reg. U. S. Pat. Off. 
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Why you can 
prescribe 


DORIDEN’ 


for nearly 
all insomnia 
patients 


Because it acts smoothly, because it is 
metabolized rapidly, because it appar- 
ently has no toxic effect on the liver or 
kidney, Doriden is indicated in many 
cases where barbiturates are unsuitable. 
With Doriden, for example, you can pre- 
scribe a good night’s sleep for patients 
sensitive to barbiturates, elderly patients, 
patients with low vital capacity and 
poor respiratory reserve, and those un- 
able to take barbiturates because of 
renal or hepatic disease. And Doriden 


_ patients awake refreshed—except in rare 


cases, there’s no morning “hangover.” 
Complete Information 
Sent on Request. 

DORIDEN® (glutethimide c1Ba) asa7sime 
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SUMMIT: NEW JERSEY 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 

may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 

than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- J 
tion of the papilla or the collecting ductsandmay [im 
produce a functional impairment far in excess of 

that encountered in much larger lesions in the 
cortex.” 

The “exquisite sensitivity”? of the medulia to | —— 
infection (as compared with the cortex), highlights on 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 
cause to support the belief that many, perhaps. 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the ee ‘ 


= 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even after L 
prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


° NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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“Sometimes, I almost 
wish I were human so 
I could clear up this 
close-up, clogged-up 
nose of mine with 


TRIAMINIC’.” 


...and for humans 

with 

CLOGGED-UP 
NOSES... 


Relief is prompt and prolonged 
because of this special timed-release action: 


first — the outer layer 
dissolves within 
minutes to produce 

3 to 4 hours of relief 


then — the core 
disintegrates to 
give 3 to 4 more 
hours of relief 


Nasal congestion often persists with “bulldog tenacity.” Nose drops 
and sprays often reach only the more superficial respiratory mem- 
branes and therefore fail to provide adequate relief. Furthermore, 
they may add to the patient’s misery by producing rebound congestion, 
ciliary inhibition, and eventually “nose drop addiction.” TRIAMINIC 
reaches all nasal and paranasal membranes systemically — provides 
more complete, longer-lasting relief while it avoids the harmful side 
effects associated with topical medication. 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCl................ 50 mg. 
Pheniramine maleate..................... 25 mg. 
Pyrilamine maleate... 25 mg. 


Dosage: 1 tablet in the morning, midafternoon and at bedtime. 
In postnasal drip, 1 tablet at bedtime is ustally sufficient. 


Each timed-release Triaminic Juvelet® provides: 
¥% the formulation of the Triaminic Tablet. 
Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: 
% the formulation of the Triaminic Tablet. 
Dosige’(to be administered every 3 or 4 houf’s) : 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


® 
i R I x MI I N I ( y timed-release tablets, juvelets, and syrup 


Sip running noses &, «. and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska 


a 
| 
| 
} im 
| 
: 
| 
| 
| 
| 
4 
| 
mau 
| 
a 
| 


in common 
Gram-positive 
infections 

due to 
susceptible 
organisms 


YOU CAN 
COUNT ON 


® 


(triacetyloleandomycin) 


even 

in many 
resistant 
Staph* 


1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections (900 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects—in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


* tn 884 of 1,928'cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.id. Usual pediatric dose: 3-5 mg./Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION—125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS— 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


For nutritional support VIT ERR Ae vitamins and Minerals 
Formulated from Pfizer's line of fine pharmaceutical products. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the World’s Well-Being™ 
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tor GERIATRIC 
CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) @ 
POWDER LIQUID 


is gentle, safe, sure, dietary 


It’s available in two forms, liquid and 
powder, but most adults prefer the mild 
tasting powder. I: dissolves instantly in 
milk, water or juices. It promotes aciduric 
flora in the lower bowel which helps re- 
store normal function. Long term treat- 
ment produces no side effects. Diabetic 
patients should allow for 60 calories for 
each tablespoonful. 
Hootnick(!) reports, “Stools became soft 
in all patients and, within one week, bowel 
evacuations were accomplished with ease. 
Most patients liked the taste of the prod- 
uct, and the majority of them reported a 
feeling of well-being.” 
Cass and Frederik(?) also found that 
“Malt Soup Extract produced soft, easily 
evacuated stools without any side effects 
in constipated elderly patients.” 
Marshall (*) found it “a simple but highly 
effective treatment for chronic constipa- 
tion in patients of ail ages.” 
Dose: 2 tablespoonfuls twice a day. Avail- 
able, liquid and powder, 8 ounce and 16 
ounce bottles, at pharmacies. 

Send for clinical samples 


J. Med. & Pharm. 8:151:153, 1955. 


Borcherdt Compan 
217 North Wolcott Avenue, Chicago 12, Illinois 
in Canada: Chemo-Drug Co., Ltd., Toronto, Ont. 


GHRONIC URINA py 
INFECTIONS 


Soothes... Burning Urination 
GLEARS....Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
Urolitia 
prostate, in whom permanent sterilization of the 
urine cannot be expected. 


CONTAINS NO DYES 
Urolitia—each tablespoonful contains; 


Triticum and Zea. 
Dose: 1 Tbs. in 4% cup warm water % hr. a.c. and h.s. 
Decrease dose after second day, 

Supplied: Bottles of 8 fi. oz. 


BORCHERDT COMPANY 


Chicago 172, Illinois 


217 North Wolcott Avenue 
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in the formula base has obvious advan- 
tages to the physician, who must decide 
what each infant needs, and when changes 
are indicated. An evaporated milk formula 
is a prescription formula, permitting the 
physician to adjust 


... the type and amount of carbohydrate 


... the degree of dilution to required 


strength 


Evaporated milk is the formula base 
proved successful by clinical experience 
... for 50 million babies. 


FLEXIBILITY PLUS: 


Higher protein ievel recommended 
when cow’s milk is fed to babies 


Added vitamin D in required amounts 


Maximum nourishment—minimum cost 


to parents 
© 1959 


PET MILK COMPANY, ST. LOUTIS 1, 
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promptly | 


NORFLEX 


orphenadrine citrate | 


Selective Muscle Relaxation 


e Relief at the site of de- 
mand through centrally 
mediated relaxing action. 


e Only the muscle in spasm 
responds. No lessening of 
general muscle tonus. 


e Prolonged action permits 
uninterrupted sleep and 
hastens rehabilitation. 


standard dosage 
a 


™ 
Ne orf lex for prompt, safe spasmolytic action for all adults regardless 
of age, sex, or weight: 
1 tablet (100 mg.) b.i.d.— 
easily remembered .. . 


Northridge, California offering better patient 
cooperation. 


*Trademark of Riker Laboratories, Inc. U.S. Patent No. 2,567,851; other patents pending 
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Blood pressure that goes up with stress 
often comes down with SERPASIL 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


(reserpine CiBA) 
in mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘“‘...in about 70 
per cent of cases...’’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives, 
Serpasil minimizes the incidence and severiiam 
of their side effects. z 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. —/assone 
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